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In the treatment 
of 300 “less promising 
cases,” Miltown produced 
complete remission 

of symptoms in 3%, 
striking improvement 

in 35%, some 


_Use of meprobamate 
‘ amprovement in an 
in chronic additional 46%, and 


no change in 16%." 


psychiatric * REFERENCE: Pennington, V. M.: 


Use of Miltown (meprobamate) 
with psychotic patient 


Am. J. Psychiat. 194:257 


IMPROVD 
Of REMISSION 


The original 


meproba mate, 
discovered 


and introduced 


— by 
Wa WALLACE LABORATORIES 


« alleviates anxiety in chronic psychiatric 
patients « facilitates psychotherapeutic New Brunswick, N. J. 


rapport «improves disturbed ward be- 
havior «suitable for prolonged therapy : 
«no liver or renal toxicity reported « free 
_ of autonomic effects. 
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AMERICAN JOURNAL OF PSYCHIATRY 
INFORMATION FOR CONTRIBUTORS 


Manuscripts—The original manuscripts of papers read at the annual meetings of the Associa- 
tion should be deposited with the Secretary during the meetings, or sent to the New York 
office promptly afterward. Do not deposit carbon copies. 


Papers read at the annual meetings become the property of the Association. Not all papers 
read, however, can be published in the JourNAL, and authors wishing to publish in other 
vehicles will first secure from the Editor the release of their manuscripts. 


Papers will not be accepted for the annual program if they have been previously read at 
other meetings or if they have been already published. 


Papers contributed during the year (not on the annual program) should be sent to the 
Editor, Dr. Clarence B. Farrar, 216 St. Clair Avenue West, Toronto 5, Ontario, Canada. 


Style—Manuscripts should be typewritten, double spaced, on one side of paper. They must 
be prepared in conformity with the general style of The American Journal of Psychiatry. 
Retain a carbon copy of manuscript and duplicates of tables, figures, etc., for use should 
the originals be lost in the mails. 


Multiple Authorship—The number of names listed as authors should be kept to a minimum, 
others collaborating being shown in a footnote. 


Ilustrations—Authors will be asked to meet printer’s costs of reproducing illustrative material. 
Copy for illustrations cannot be accepted unless properly prepared for reproductions. Wher- 
ever possible, drawings and charts should be made with India ink for photographic reproduc- 
tion as zinc etchings. Photographs for halftone reproduction should be glossy prints. Illus- 
trations should be as small as possible without sacrificing important detail. Redrawing or 
preparing illustrations to make them suitable for photographic reproduction will be charged 
to author. 


Authors’ Corrections in Proofs—Corrections, additions or deletions made by authors are to be 
charged to them. These alterations are charged on a time basis at the rate of $3.00 per hour. 
Proper editing of original manuscript is important to avoid the expense of correction. 


Tables—Tables should be typed on separate sheets. Tables are much more expensive to set 
than text material and should be used only where necessary to clarify important points. 
Authors will be asked to defray cost of excessive tabular material. 


References—References should be assembled according to author in a terminal bibliography, 
referred to in text by numbers in parentheses. Bibliographical material should be typed in 
accordance with the following style for journals and books respectively : 


1. Vander Veer, A. H., and Reese, H. H.: Am. J. Psychiat., 95: 271, Sept. 1938. 
2. Hess, W. R.: Diencephalon. New York: Grune & Stratton, 1954. 


Abbreviations should conform to the style used in the Quarterly Cumulative Index Medicus. 


The American Journal of Psychiatry, formerly The American Journal of Insanity, the 
official organ of The American Psychiatric Association, was founded in 1844. It is published 
monthly, the volumes beginning with the July number. 

The subscription rates are $12.00 to the volume: Canadian subscriptions, $12.50; foreign 
subscriptions, $13.00, including postage. Rates to medical students, junior and senior internes, 
residents in training during their first, second, or third training year, and also to graduate students 
in psychology, psychiatric social work, and psychiatric nursing, $5.00 (Canada $5.50). Single 
issues, $1.25. 

Copyright 1958 by The American Psychiatric Association 


Office of Publication, 1601 Edison Highway, Baltimore 13, Md. 


Editorial communications, books for review, and exchanges should be addressed to the Editor, 
Dr. Clarence B. Farrar, 216 St. Clair Avenue West, Toronto 5, Ontario, Canada. 

Business communications, remittances and subscriptions should be addressed to The American 
Psychiatric Association, 1601 Edison Highway, Baltimore 13, Md., or to 1270 Avenue of the 
Americas, New York 20, N. Y. 

Entered as second class matter July 31, 1911, at the post office at Baltimore, Maryland, 
under the Act of March 3, 1879. Acceptance for mailing at special rate of postage provided for 
in Section 1103, Act of October 3, 1917. Authorized on July 3, 1918. 
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MULTIDISCIPLINARY RESEARCH IN SCHIZOPHRENIA, [William Malamud and Winfred Over- 


HistoricAL LANDMARKS IN RESEARCH ON SCHIZOPHRENIA IN THE UNitep Srares. Ii’. K. 
Some Motor Aspects OF SCHIZOPHRENIA: AN EMG Stupy. George B. Whatmore and 


A PsycHosomatic STUDY OF ALLERGIC AND EMOTIONAL Factors IN CHILDREN WITH ASTHMA, 
Robert T. Long, John H. Lamont, Babette Whipple, Louise Bandler, Gaston E. 


CHARACTERISTICS OF AN ACUTE CONFUSIONAL STATE. IN COLLEGE STUDENTs. /felen B. 
AN EVALUATION OF FUNCTIONAL PSYCHOSES IN OLD Ace. W. S. Williams and E. Gartly 


BeHavioraL CHANGES IN NONPSYCHOTIC VOLUNTEERS FOLLOWING THE ADMINISTRATION OF 
TARAXEIN, THE SUBSTANCE OBTAINED FROM SERUM OF SCHIZOPHRENIC Patients. Robert 
G. Heath, Sten Martens, Byron E. Leach, Matthew Cohen, and Charles A, Feigley.. 


Tue “Douste BLIND” MetHop: Its PiTrFALLs AND PALLAC ms. Werner Tuteur............. 
CONTEMPORARY PsyCHIATRY IN PortuGAL. Henrique J. de Barahona Fernandes........... 
A Nore on Psycuiatric DEVELOPMENTS IN THE SAN Francisco Bay Area. Portia Bell 


CurnicaL Notes: 
A Rapid Urinary Test for Chlorpromazine, Promazine and Pacatal: A Supplementary 


Report. Fred M. Forrest, Irene S. Forrest, and Aaron S. Mason... 
An Acceptable Nonbarbiturate Sedative and Hypnotic for Mental Patients in a State 
A Clinical Trial of Marsilid in Psychotic Depressed Patients. Antonio J. De Lis 


Seizures During Therapy with Phenothiazine Derivatives. Dougald D. McLean, Harold 
R. Martin, Robert J. Ellingson, and Jackson A. Smith. 
The Effect of Cetadiol on Delirium Tremens, Alcoholic Hallucinosis, and Alcohol 
Withdrawal. D. Wesler, P. H. Leiderman, J. Mendelson, P. Kubsansky, and P. 
The Effect of Chlorpromazine on the Behavior of Disturbed Children. G. Gorham Lane, 
ADMINISTRATIVE NOTES: 

A Method for Accelerating Discharge from State Hospitals. /rederick B. Charatan, 

Case Reports: 

Fatal Agranulocytosis Due to Triflupromazine Hydrochloride. Irrank J. Ayd, Jr..... 

Severe Angioneurotic Edema During Chlorpromazine Therapy. Frederick R. Hine.... 

PRELIMINARY Reports: 

The Use of Nucleic Acid in Aged Patients with Memory Impairment. D. Ewen 

The Use of Ritalin’ Intravenously as a Diagnostic Adjuvant in Psychiatry. Herbert 

Electroencephalographic Changes in Chronic Schizophrenics under Chemotherapy. 
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CoMMENT: 
The “Reader of a Paper” and the “Listener”: Some Heretic Thoughts................ 
News AND Notes: 

Board of Scientific Counsellors for N.I.M.H., 951. Dr. Ragan Heads Dept. of Psy- 
chiatry, Univ. of Florida, 951. School for Mentally Retarded, West Seneca, N. Y 
951. Dr. John F. Stouffer Retires, 951. National Institute on Crime and Delinquency, 
952. Morris Klapper New N.A.M.A. Assistant Program Director, 952. Austrian 
Medical Society of Psychotherapy, 952. Fourth International Congress of Psycho- 
therapy, 952. Rorschach Seminars, Univ. of Chicago, 952. North Pacific Society of 
Neurology and Psychiatry, 952. Training Fellowship, ig York City, 953. Virginia 
Beyer Memorial Lecture, 953. Medical Education Week, 953. Treatment of Mentally 
Ill in General Hospitals, 953. Dr. Reiss Appointed Director of Research at Willow- 
brook State School, Staten Island, 953. Eastern Group Psychotherapy Society, 953. 
American Board of Psychiatry and Neurology, Inc., 954. Ernest Jones, 954. Fifth 
International Congress of Internal Medicine, 954. 

Book Reviews: 

The Neurologic and Psychiatric Aspects of the Disorders of Aging. Edited by Joseph 
Earle Moore, H. Houston Merritt, and Rollo J. Masselink............0.0 00000005 

Treatment of Heart Disease: A Clinical Physiologic Approach. Harry Gross and 

Psychopharmacology. Edited by Nathan S. Kline..........cc.2ccccccccccccesseccces 

The Annual Survey of Psychoanalysis. Vol. III. Edited by John Frosch............ 

Culture, Psychiatry and Human Values: The Methods and Values of a Social Psy- 

Halstead of Johns Hopkins, The Man and His Men. Samuel James Crowe........... 
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out 


the 
devil! 


Psychiatry has advanced far beyond such crude 
devices for treatment of the mentally ill. 

But perhaps the greatest advance in psychiatry 
has come through chemotherapy—an adjunct to 
the treatment of mental illness pioneered and 
established with ‘Thorazine’. 

Not only has ‘Thorazine’ speeded the recovery 
of thousands of hospitalized mental patients, it 
has also helped to keep many thousands out of 
the hospitals. Its use in psychiatry is still in- 
creasing because its consistently high degree of 
effectiveness and its relative safety have been 
established by extensive long-term use in mental 
hospitals throughout the country. 


THORAZINE* 


chlorpromazine, S.K.F. 


the fundamental drug in psychiatry 


Smith Kline & French Laboratories, Philadelphia 


*T.M. Reg. U.S. Pat. Off. 
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the 
most 
precious 
gift 
in 
epilepsy 


To have freedom from fear, 
to know security, to feel it, 
to have a sense of “belong- 
ing’’...these are the hopes 
of the epileptic. Thanks to 
your knowledge and judi- 
cious use of modern anti- 
epileptic therapy, these 
things are here today, to- 
morrow and every day of 
the epileptic’s life. Here are 
five history making anti- 
convulsants which you can 
use to help treat the many 
forms of epilepsy. With 
them, you can give the most 


precious gift of 
all: a normal life. (bbott 


PEGANONE-’ TRIDIONE’ PHENURONE’ GEMONIL* 
(Ethotion, Abbott) (Trimethadione, Abbott) (Phenacemide, Abbott) (Metharbital, Abbott) 
Newest of Abbott’s PARADIONE® Used with discretion, An effective drug with 
anticonvulsants ... a Patneinnenn, Aihets will often prove suc- low toxicity for treat- 
new hydantoin of ex- I wo eminently suc- cessful where all other ing era nd mal netit 
ceptionally low toxic- cessful anticonvulsants therapy fails in treat- mat ince we Rawat 
ity for grand mal and for symptomatic con- ing psychomotor, mixed seizures pn 2 
psychomotor seizures. trol of petit mal, my- grand mal, petit mal tematic af eat 

oclonie and akinetic and mixed seizures. dama re 

seizures .. . Tridione 

will often work where 

Paradione won't and 

vice versa, 


ANTICONVULSANTS BY ABBOTT 


603088 
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anew nonhypnot 


ploments the coneept of modera 


unique pharmacodynamic action 
produces nonhypnotic stabilization 


“Suvren” gradually moderates anxiety and tension 
avoiding extremes of emotional response... and stabilizes the patient within a more 
normal emotional range. 


“Suvren” promotes intellectual efficiency 
accelerates reaction time, improves concentration, and facilitates communication 
between patient and physician. 


“Suvren” precludes self-medication and drug dependence 
because its action is not immediate but aggregate, sometimes requiring 5 to 10 days. 
Control of therapy tends to remain in the hands of the physician. 


“Suvren” has a unique pharmacodynamic action 
in addition to its emotional stabilizing influence, ‘“‘SSUVREN” exerts a potent relaxing 
effect on smooth muscle spasm, thus providing dual adjunctive therapy for such con- 
ditions as colitis, spastic colon, peptic ulcer, and other gastrointestinal disorders. 


“Suvren” is ideal for extended treatment 
because of its remarkably wide margin of safety: no toxic effects have been reported 
during 5 years of testing. “SUVREN” therapy is entirely free from depression, drowsi- 
ness, hypnosis, euphoriant action, or overstimulation. 


d 
4 
ta 
q 
ot 
4 
4 
ag 
| 
4 
2g 
4 
‘ 
7 + . . 


f 


unique pharmacodynamic action 
produces nonhypnotic stabilization 


“Suvren” gradually moderates anxiety and tension 
avoiding extremes of emotional response... and stabilizes the patient within a more 
normal emotional range. 


“Suvren” promotes intellectual efficiency 
accelerates reaction time, improves concentration, and facilitates communication 
between patient and physician. 


“Suvren” precludes self-medication and drug dependence 
because its action is not immediate but aggregate, sometimes requiring 5 to 10 days. 
Control of therapy tends to remain in the hands of the physician. 


“Suvren” has a unique pharmacodynamic action 
in addition to its emotional stabilizing influence, ‘“‘SSUVREN” exerts a potent relaxing 
effect on smooth muscle spasm, thus providing dual adjunctive therapy for such con- 
ditions as colitis, spastic colon, peptic ulcer, and other gastrointestinal disorders. 


“Suvren” is ideal for extended treatment 
because of its remarkably wide margin of safety: no toxic effects have been reported 
during 5 years of testing. “SUVREN” therapy is entirely free from depression, drowsi- 
ness, hypnosis, euphoriant action, or overstimulation. 
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8 instability and behavior problems 


in nonpsychotics 


In more than 150 patients suffering from restiessness, 
depression, and insomnia, ‘““SSUVREN” exerted a definite 
normalizing influence.'*'! Patients felt calmer, more 
balanced than after previous barbiturate therapy. Not 
one instance of toxicity was observed in three years of 
clinical trial, and “ton no occasion did ‘Suvren’ produce 
a soporific effect.” 


Similar results and freedom from mental clouding were 
obtained in an 18-month study by Ellermann' in 24 
patients suffering from “internal unrest, restlessness, 
irritability and hypersensitivity towards noise.” All 
had rejected previous therapy because of hypnotic ef- 
fects or ineffectiveness. 


Turvey'’ obtained very good or good response to 
“SUVREN” therapy in 73 per cent of 70 patients, as 
judged by the patients’ job performance, social rela- 
tions and absence of impulsiveness and purposeless 
motor activity. 


E.C.I.— emotionally conditioned illnesses 

In 98 patients complaining of impaired ability to work, 
inner unrest, irritability, agitation, and 
gastrointestinal irregularities, von der Heydt’ reported 
that “SUVREN” provided the stabilizing influence needed 
to restore effective thinking and working capacity with- 
out fatigue or insomnia. 


because of 


Kast and Loesch* subjected “‘SSUVREN” to a severe con- 
trolled test in patients exhibiting anxiety neurosis with 
various somatic manifestations. The physician’s atti- 
tude toward “SUVREN” was a factor in the measurement 
of effectiveness. In patients receiving “SUVREN” with 
a highly negative physician attitude, 50 per cent re- 
sponded favorably; on the other hand, with a positive 
physician attitude, 95 per cent of “SUVREN’’-treated 
patients responded favorably. This contrasted strik- 
ingly with a 65 per cent response in the control group 
receiving a placebo with positive physician support. 


I, yperactivit in children with 


Low and Myers’ reported on treatment of 40 children 
with cerebral damage. “SUVREN” therapy resulted in 
“a striking improvement in their behavior, they could 
be more easily controlled, and their attention span was 
prolonged.”” These patients had not responded well to 
barbiturates, chlorpromazine, rauwolfia compounds, or 
meprobamate. Absence of hypnotic or other side effects 
was noteworthy. In some cases treatment was continued 
for months without development of drug toleration or 
refractoriness, 


selected psychoses 


In a group of 38 psychiatric patients, calming effect 
Patients who did well on 
.” Several 


brain damage 


was obtained in 29 cases." 
“SUVREN” “usually liked to continue its use... 
who complained of insomnia when taken off night-time 
hypnotics “were able to sleep with no night-time seda- 
tion after the first week of medication,” the resuit of a 
general lessening of anxiety. However, “SUVREN” ex- 
hibited no specific hypnotic action. 


According to Wolfson and Fulton,'® “SUVREN” appeared 
to permit the externalization of emotions and anxieties, 
to “loosen up” the patient’s psyche and relieve repres- 
sion. Mielke’ found that “SUVREN” was valuable as 
initial therapy, with chlorpromazine, in psychotic pa- 
tients, especially those suffering from endogenous and 
reactive depression, “This combination ... does modify 
... low spirits and melancholy.” 
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implements the 
concspt of moderation 


in the management of 
emotional stress 


(a) stress-induced gastrointestinal disorders as 
or spastic colon, nvucous colitis, constipation, nerv- 
ous diarrhea, vomiting: ») mild anxiety, tension and depresaion; 
psychogenic asthma; dermatoses of emotional origin; (c) in hyper- 
' active children with brain damage and as an adjunct to tranquilizers 
in the treatment of psychoses; (&) in predictable anxiety states, e.g., 
ctive surgery, pregnancy, etc. 


DOSA Adults, 1(*) mg. three times daily with meals; a fourth dose 
of 100 mg: may be taken ot bedtime. Children, 50mg. three times daily 
with meals; and 100 mg. at bedtime. After positive response has heen 
obtained, initial dosage may be gradually reduced and maintenance 
established at the lowes: effective level. Adequately high initial dosage 
is essential. 1f immediate symptomatic relief is required before the effect 
of “SuvgEN” therapy can be noted, other agents may be teniporarily 
employed. If the paticnt has been receiving a barbiturate, the drug 
should be gradually withdrawn over a period of four to seven days. 


Occasionally, « metallic or bitter taste has been reported. This 
can usually be controlled by reducing dosage and insuring that medi- 
cation is taken with micals. In patients receiving “Suvaen” for periods 
longer than two montis, especially in high doses, routine laboratory 
cepa, inelauding liver function tests, should be considered even though 
no | have been encountered. 


_, Tablets, 50 and 100 mg. each, in bottles of 100. 


References: | é 1 F.: J. Am. Pharm, A. (Pract. Pharmaey Ed.) 18:474 (Aug.) 

4057, 2. Arnold, Wien. med. Wchnschr. 106:510 (June). 1956, 3. Idem: Ztachr. 

paychosomat. Med. 4:42 (Oct.) 1957. 4. Ellermann, M.: Nord. med. $4: 1531 (Oct. 6) 

+9855. 6 Heydt, A yon der: Med. Klin. $2:787 (May 3) 1967. 6. Kasi. B. C., and 

“Leesch, J.: To be published. 7. Low. N. L., and Myers, G.G.: J. Pediat. to be pub- 

8. Mielke, F. A.: Am. J. Psychiat. 194:134 (Aug) 1967. 9. Sarwer-Foner, 

G. J., Koranyi, E. K., and Dancey, T. E.: Canad. M. A. J. -976:933 (June 1) 1957. 

10, Tarvey, 8. BE, @.: Tbid., to be published. 11. Weidmann, HL, and Petersen, P. V.: 

Pharmacol. & Wxner, Therap. 198:201 (June) = 12. Idem: Ugesk. laecer 

117: $78 (Mar. 31) 1955. 15. Werenberg, H.: Thid., p 34. Idem: 118: 1099 
(Sept. 2) la. Wolfson, W., and be 
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now available 
the parenteral form 


perphenazine 


full-range tranquilizer 
potent antiemetic 


greater milligram potency than 
other parenteral phenothiazines 
virtually no significant hypotension 
no agranulocytosis reported 

no skin photosensitivity observed 
pain on injection virtually absent 


for control of 
agitated psychotics 
manic states 
catatonic excitement 
hysteria 
“ agitated senile dementia 
panic reactions 
acute behavioral problems in mental defectives 
agitated or withdrawal phase of acute alcoholism 


TRILAFON Injection—5 mg., ampul of 1 cc., 

boxes of 6 and 100. 

TRILAFON Tablets for hospital use — 16 mg., (red seal), 
bottle of 500. 

Refer to Schering literature for specific 

information regarding indications, dosage, 

side effects, precautions and contraindications. 


TR-J-518 


SCHERING CORPORATION « BLOOMFIELD, NEW JERSEY 


hy 
. 
& 
- 
4 
a we 
4 
: 
~ 
‘id 
Bi 


Now in one instrument... 

a safe, soothing high frequency 
current for painless sedation 
without drugs and a powerful 
convulsive current at the 

very least as efficient 

as the strongest AC machine, 
but with increased safety 

due to automatically 

reduced side effects. 


MODEL SOS 
REITER SEDAC-STIMULATOR 


Now with Model SOS, Reiter SedAc- 
Stimulator, sedative and convulsive 
therapies may be given with one ma- 
chine. A one knob control with a safety 
spring lock permits simple transition 
from sedative to convulsive currents. 


In ECT, the significantly increased 
efficiency of the Reiter unidirectional 
current offers greater therapeutic and 
convulsive effectiveness. 


Patients may be treated so they are 
quickly clear and bright following 
treatment ... apnea, thrust, agitation 
and confusion are notably minimized. 


The Reiter SedAc current establishes 
better transference ... patients fears 
are relaxed ...they become com- 
municative. 


Anxious aversion to EST is greatly 
minimized by application of the 
SedAc current prior to treatment. Only 
the gentle SedAc stimulation is 
remembered. 


Literature available on request. 


Model SOS and other Reiter instruments will 
be shown at Booths 51 & 52 at the APA meeting. 
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MODEL SOS PROVIDES FOR: 


CONVULSIVE THERAPY 
maximum convulsive and 
therapeutic efficiency 


NON-CONVULSIVE THERAPIES 
ELECTRO-SLEEP THERAPY 


FOCAL TREATMENT 
unilateral and bilateral 


MONO-POLAR TREATMENT 
non-convulsive or convulsive 


BARBITURATE COMA 
and other respiratory problems 


MILD SEDAC 
without sedation 


DEEP SEDAC THERAPY 
with sedation 


PRE-CONVULSIVE SEDAC 
for anxious patients 
who resist EST 


POST-CONVULSION SEDAC 
for deep sleep 


NEUROLOGICAL CONDITIONS 


Model SOS contains the Reiter uni- 
directional currents and three new 
SedAc ranges as part of the single 
selector control. Model S is available 
without the SedAc ‘current (may be 
used with separate SedAc attach- 
ment). The SedAc is also available 
as a self-powered instrument. 


REUBEN REITER, Se.D 


64 WEST 48th STREET, 
NEW YORK 36, N. Y. 
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replaced 


in Following treatment with “DEPROL”, 
fifty-seven per cent of patients with psy- 

5 7 % chotic or neurotic depression experienced 
complete or social recovery within an 

of average of 8 weeks without electro- 
convulsive therapy.* 


depressed 4 


patients with D epr ol Z 


Relieves depression without euphoria — 
not a stimulant 

= Restores natural sleep without depres- 
sive aftereffects—not a hypnotic 


s Rapid onset of action 
= Side effects are minimal 
and easily controlled 


Composition: Each tablet 
contains 400 mg. meprobamate 
dicarbamate) 
and 1 mg. benactyzine HCl 


(2-diethylaminoethy! benzilate hydrochloride) 


Average Adult Dose: | tablet q.i.d. 


*Alexander, L.: Chemotherapy of depression — 
The use of meprobamate combined with 
2-diethylaminoethyl benzilate hydrochloride 
(benactyzine). J.A.M.A.166: 1019, Mar. 1, 1958. 


Literature and samples on request 


Wa WALLACE LABORATORIES, New Brunswick, N. J. 
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CHEMICALLY IMPROVED — beneficial proper- 
ties potentiated . . . unwanted effects reduced, 
through modification of the phenothiazine struc- 
ture 


PHARMACOLOGICALLY IMPROVED 
hanced potency with far less sedative effect 


CLINICALLY IMPROVED ~— does not oversedate 
the patient into sleepiness, apathy, lethargy... 
active and rapid in controlling manic excitement, 
psychotic agitation and panic, delusions and hal- 
lucinations, hostility, and intractable behavior... 
drug-induced agitation minimal 


IN EXTENSIVE CLINICAL EXPERIENCE — 
SINGULARLY FREE FROM TOXICITY 

w jaundice or liver damage—not observed am skin 
eruptions—rare photosensitivity—rare hy- 
perthermia—rare # convulsions—not observed 


IN SCHIZOPHRENIA/ MANIC STATES/ PSYCHOSES ASSOCIATED 
WITH ORGANIC BRAIN DISEASE 


effects smooth and rapid control of psychotic symp- 
toms_____» facilitates insight___, permits 
early introduction of psychotherapy______y im- 
proves patient-personnel relationship__y hastens 
social rehabilitation 


Squibb Triflupromazine Hydrochloride 


the new, improved agent for better 
management of the psychotic patient... 
with greater freedom from toxicity 


*VESPRIN® IS A SQUIBB TRADEMARK 


DOSAGE: 

Oral route—usual initial dosage, 25 mg., t.i.d. Adjust 
dosage according to patient response. (Observe caution 
in giving daily oral doses in excess of 300 mg.) 
Intramuscular route—suggested 20 mg., t.i.d. (Ob- 
serve caution in exceeding daily intramuscular doses of 
150 mg.) 

(See package insert for additional information) 

Oral Tablets: 10 mg., 25 mg., 50 mg. press-coated tablets 
in bottles of 50 and 500 

Parenteral Solution: 1 cc. ampuls (20 mg./ce.) 


Squibb Quality— 
The Priceless Ingredient 
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Compazine 


is often effective 


where other tranquilizers fail 


‘Compazine’ has demonstrated the following advantages: 


it acts rapidly 
it is effective in low doses 


it has extremely low toxicity and is remarkably safe 
even in long-term therapy 


it causes little or no hypotension 


it is remarkably free from drowsiness and depressing effect— 
patients are alert, active and communicate freely 


pain at the site of injection is minimal and 
rarely interferes with repeated administration 


side effects are minimal (the only side effect seen 

with any frequency is a transient extrapyramidal syndrome, 
and this has been found to respond readily to reduction 
of dosage or treatment with anti-Parkinsonian drugs) 


Available: Tablets, Ampuls, Multiple dose vials, Spansulet 
sustained release capsules, Syrup and Suppositories. 


Smith Kline & French Laboratories, Philadelphia 1 


*T.M. Reg. U.S. Pat. Off. for prochlorperazine, S.K.F. 
+T.M. Reg. U.S. Pat. Off. for sustained release capsules, S.K.F. 
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MULTIDISCIPLINARY RESEARCH IN SCHIZOPHRENIA * 


WILLIAM MALAMUD, M.D.,2 ann WINFRED OVERHOLSER, M.D.° 


During the last 25 years we have wit- 
nessed a most remarkable increase in re- 
search work in schizophrenia. A vast num- 
ber of publications has accumulated and 
Manfred Bleuler(1), in his broadly con- 
ceived and comprehensively documented re- 
view of the literature relevant to this sub- 
ject for 1941 to 1950, lists 1,100 articles, al- 
though he states that he has only covered 
part of the field. To this we could add what 
is probably an even greater number for the 
period following 1950. These publications 
cover almost every conceivable aspect of re- 
search relevant to these problems, basic as 
well as applied; original investigations and 
evaluations of research previously done ; ex- 
perimental laboratory work and _ clinical 
studies. They deal with the whole spectrum 
of sciences within the field of human and 
animal behavior, all the way from genetics 
to anthropology, including practically all the 
biological, mental and social sciences. Many 
of them originated and were carried out 
within the psychiatric profession itself, but 
there was also a considerable influx of in- 
vestigations from a number of allied dis- 
ciplines. It is quite obvious that this in- 
creased activity during recent years was 
motivated by and received its impetus from 
a number of factors which resulted from 
changes in concepts and methods of ap- 
proach that started early in the first decade 
of the present century at about the halfway 
mark in the one hundred years that have 
transpired since this clinical syndrome was 
first introduced by Morell in 1856. 

From a practical point of view we have 
to consider, as one of these factors, the pres- 
sure of an alarmingly rapid increase in the 
number of patients. Since methods of suc- 
cessful treatment of these diseases were 


1 Presented at the Second International Congress 
for Psychiatry, Zurich, September 1-7, 1957. 

2 Medical Research Director, Scottish Rite Re- 
search Committee, and Professor of Psychiatry, 
Boston University School of Medicine. 

8 Chairman, Scottish Rite Research Committee, 
and Professor of Psychiatry, George Washington 
University School of Medicine. 


almost nonexistent in the early days of this 
century and the majority of patients ad- 
mitted were young and remained in the hos- 
pitals for long periods, the obvious result 
was the accumulation of a tremendous back- 
log of patients. Even at the present time, 
at least in this country, more than half of 
the very large number of patients cared for 
in mental hospitals are schizophrenics. 
Added to this and considerably augmenting 
the number of patients was the fact that 
with Bleuler’s concept of a “group” of 
schizophrenias rather than a single syn- 
drome, the variety of conditions falling into 
this category has increased to vast propor- 
tions not only in terms of patients actually 
admitted to mental hospitals, but many per- 
sons outside the hospitals who manifested 
the characteristics of these diseases. It is 
obvious that with the load continually in- 
creasing, the need for further knowledge 
also became more imperative. 

The scope of investigative work was 
further broadened by the increased insight 
into the psychopathology and manner of de- 
velopment of these diseases, which made it 
quite apparent that a great variety of etio- 
logic factors were involved. Bleuler’s(2) 
emphasis on the importance of considering 
physiogenic as well as psychogenic factors, 
social stresses as well as intrapersonal con- 
flicts, constitutional determinants as well as 
experiences during the lifetime of the indi- 
vidual, made it necessary to look for the so- 
lution of these problems in a number of 
what were hitherto considered either only 
peripheral or incidental conditions. The 
probability of the involvement of chemical 
processes, genetic factors, endocrine and 
metabolic causes on the one hand, and social, 
psychological and cultural factors on the 
other, while it rendered the whole problem 
more complex and progressively more diffi- 
cult to grasp, also brought in more poten- 
tialities in terms of avenues of approach and 
techniques that could be applied. It also be- 
came obvious that in this search it was es- 
sential to concentrate on the basic sciences 
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if we were to get down to the fundamentals 
of the disease rather than to deal with super- 
ficial precipitating factors. 

Finally, and what was, undoubtedly, the 
most important factor in producing the main 
impetus and motivation in this research 
work, was the introduction of the concept 
of dynamics into the study of the nature and 
the pathogenesis of personality disturbances. 
Of the number of contributions that were 
responsible for its emergence in the study 
of schizophrenia, that of Eugen Bleuler(3) 
is most fundamental and is symbolized by 
the very designation that he proposed as a 
substitute for the previously accepted “de- 
mentia praecox.” Inherent in the new term, 
schizophrenia, was not only a more adequate 
appreciation of the psychopathological phe- 
nomena, but the very use of the word 
“schizein”—a verb implying an on-going, 
active process rather than the inevitable and 
static destiny of hereditary degeneration— 
brought with it the implication of dynamics, 
both in the development and in the course 
of the disease with changes through time 
as the individual adjusts himself not only 
to environmental conditions, but to the dis- 
ease itself. The extent of the impact that 
the introduction of this concept has had on 
research in psychiatry, as in medicine in gen- 
eral, can only be fully realized when we take 
into consideration the variety of components 
that are implicit in the term dynamics, the 
most important of which are as follows: 

1. The dynamics of active participation in 
the development of the clinical picture by 
both the noxious agents and the organism 
which is affected by them. This concept as 
it was, for instance, expressed in general 
medicine by Ludolph Krehl, implies that the 
complex of symptoms in a disease syndrome 
at any given time must be regarded as oc- 
curring in an organism which is both object 
and subject of the disease. Inasmuch as he 
suffers injury produced by the noxious 
agents, the patient is object of the disease 
and the symptoms and signs presented can 
be regarded as the result of that injury, but 
as soon as the organism is affected in this 
manner it begins to adjust itself to the injury 
and to participate actively in the develop- 
ment of the symptoms by the marshalling 


of defense mechanisms and reaction forma- 
tions in the process of adaptation. 

To that extent, the ailing organism is 
subject of the disease. Thus it is, then, that 
from the very inception of the illness both 
of these factors are intimately interwoven 
in determining the presenting clinical picture 
at any given time. Bleuler, in introducing 
his concept of primary and accessory symp- 
toms in schizophrenia, has pointed out the 
importance of taking these two factors into 
consideration in an attempt to understand 
the manner of its development. 

2. The dynamics of time. Freud’s(4) 
emphasis on the importance of the effects 
of stressful experiences as they occur dur- 
ing the formative stages of life and the es- 
sential role that is played by instinctive 
forces throughout the growth and matura- 
tion of the organism, has brought to our 
attention the importance of considering the 
organism not only in terms of the conditions 
that we see at any given time on the surface, 
but of the background and the continuous 
interaction of person and environment 
throughout its development in producing 
changes in adjustment and molding the total 
personality. It is of interest to note that 
this introduction of the importance of the 
time factor in the understanding of human 
nature both in health and in disease, came 
at about the same time as Einstein pointed 
out the importance of time in the physical 
world and Pavlov in the organization of 
physiological functions. 

3. The dynamics of homeostasis. This 
involves a continuum of processes that are 
at work in the adjustment of the organism 
to both its internal and external milieu, in 
the sense that disturbances in balance con- 
tinually tend towards the establishment of 
equilibrium and it, in turn, contains the 
ingredients of disturbing that balance in the 
process of growth and maturation. In this 
sense, then, the functions of the organism 
must always be regarded as a continually 
changing, fluid process and as long as it is 
alive it never remains in a state of rest. 

4. The dynamics of relationships of parts 
within a whole organism. This concept, first 
referred to by Plato in pointing out the fact 
that in the treatment of illness we must 
take into consideration the function of the 
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organism as a whole (“olon’’) as well as the 
disturbances in any specific part (“meros’’), 
found its application to the study of human 
behavior more recently in the contributions 
of gestalt psychology, and, specifically in 
psychiatry, in Meyer’s emphasis on the psy- 
chobiological unity of the organism as op- 
posed to a mere juxtaposition of parts such 
as, for instance, the artificial separation of 
“organic” and “mental” phenomena. It is 
this concept that has played an important 
role in the development of the psychosomatic 
point of view which, far from being limited 
in its scope to a few specific syndromes, must 
actually be looked upon as an important 
characteristic in all diseases including the 
group of schizophrenias(5). 

The introduction of these concepts has 
had a profound effect upon the various 
phases of work in psychiatry, but particu- 
larly in the field of research. The change of 
attitude specifically towards schizophrenia, 
regarding it as a dynamic process both in 
its pathogenesis and the course of its de- 
velopment, has provided the stimulus for 
systematic research with the ultimate goal 
of developing programs of prevention and 
treatment. At the same time, it has also 
served to widen the scope of this work with 
an emphasis on multiple causality rather 
than a single etiologic factor. In keeping 
with this, there has been a progressive trend 
towards bringing into this field a number 
of allied basic sciences relevant to human 
behavior. In the course of time this has 
opened potentialities for research in a wide 
range of specialized disciplines, from anthro- 
pology and sociology at the one end and bio- 
chemistry and genetics at the other. The 
progress that has taken place in these sci- 
ences during the first two or three decades 
of this century has provided us with a great 
variety of new methods and techniques, but 
it has also brought up the need for estab- 
lishing appropriate methods of communica- 
tion for the purpose of coordination. It was 
to be expected that with the progress made 
in each specific science, the lines of commu- 
nication tended to become more and more 
strained to a point where specialists in each 
one of them actually found it difficult not 
only to work in unison but even to under- 
stand each other’s terminology, or to appreci- 


ate the implications that are involved. This 
problem became particularly intensified in 
the shadowland between the biological sci- 
ences on the one hand and the mental and 
social sciences on the other. It became ob- 
vious, therefore, that in order to pursue this 
work successfully, particularly in the field 
of basic research, one had to emphasize a 
multidisciplinary approach in which all of 
the relevant sciences were included and co- 
ordinated through proper means of commu- 
nication, so that they would make sense ulti- 
mately in their application to practical needs. 

A good example of the possibility of deal- 
ing successfully with both of these needs is 
represented in the program that for almost 
a quarter of a century has been conducted 
on the North American continent under the 
sponsorship of the Scottish Rite Supreme 
Council of the Northern Masonic Jurisdic- 
tion, 33°, U. S. A., in cooperation with the 
National Mental Health Association, and we 
should like to present here a brief descrip- 
tion of this program. It was organized in 
1933 by the Supreme Council through the 
inspiration and wise leadership of the past 
Sovereign Grand Commander, Dr. Melvin 
M. Johnson(6). Its purpose was to spon- 
sor a variety of research projects in the 
field of the basic sciences, with the ultimate 
goal of gaining knowledge concerning the 
variety of factors that are at work in the 
causation of schizophrenia, the understand- 
ing of the manner in which these factors 
combine to produce the disease and influence 
its course and the development eventually of 
programs of prevention and treatment. Two 
significant features of this program should 
be particularly emphasized: a. It was the 
first organized and concerted plan for multi- 
disciplinary basic research in the field of 
schizophrenia, and b., it was developed by a 
humanitarian organization aided by sound 
medical advice, with the aim of attacking 
one of mankind’s greatest scourges and 
thus aiding in the cause of human welfare. 
The emphasis from the very beginning was 
on patient and systematic investigation into 
a variety of the basic sciences rather than 
an attempt to search for quick therapeutic 
results. Since its inception and until the 
present day, some 80 projects have been 
sponsored over the years, the selection and 
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supervision of these projects being under 
the direction of a committee representing 
specialists in the various lines of approach 
to these problems; at the same time, how- 
ever, permitting a wide latitude of freedom 
for the research workers to pursue the par- 
ticular methods of investigation and objects 
of inquiry as they saw fit. In order to facili- 
tate communication between the research 
workers in these widely varying subjects, 
periodic meetings of the chief investigators 
have been held at which they presented their 
material with a view towards adequate com- 
munication and in order to keep the main 
goal in mind. 

The program, which was first conceived 
and set in motion by Dr. Johnson and for 
a number of years kept in progress by him, 
was, within the last few years, taken over 
by his successor, the present Sovereign 
Grand Commander, Honorable George E. 
Bushnell(7), whose unbounded enthusiasm 
and energy have made it possible to in- 
crease the scope both of the financial sup- 
port and the variety of subjects included in 
this program, and at the same time, with the 
aid of the committee under the chairman- 
ship of Dr. Arthur H. Ruggles originally 
and Dr. Winfred Overholser since 1953 
and consisting of both professional and lay 
members (the latter representing the Su- 
preme Council), making it possible to ex- 
tend the field of investigation while main- 
taining the aspect of coordination and 
appropriate communications between the dif- 
ferent projects. Currently, 29 such projects 
are being sponsored by this committee, rep- 
resenting a wide variety of sciences such as 
genetics, biochemistry, endocrinology, physi- 
ology, anatomy, child growth and develop- 
ment, pharmacodynamics, psychopathology, 
psychology, sociology, and others. The es- 
tablishment of adequate communication be- 
tween the workers in the various sciences 
has succeeded not only in keeping each one 
of them aware of the results and implica- 
tions of their fellow workers, but also in 
the development of closer lines of integra- 
tion and of combined attacks on these prob- 
lems by representatives of two or more dis- 
ciplines. It would be impossible within the 
limits of this report, to present a compre- 
hensive statement of each one of the projects 


that are being sponsored. A few examples, 
however, may suffice to indicate the trend 
not only of this particular program but of 
similar ones that are being developed at the 
present time throughout the world. 


STUDIES IN GENETICS 


For a number of years, our committee has 
been sponsoring the work of Dr. Franz J. 
Kallmann(8) in the search for a clarifica- 
tion of the important role of constitutional 
factors in the pathogenesis of these dis- 
eases. Basing his work on the results of a 
number of investigators who have preceded 
him, and who have utilized as their material 
primarily the study of the family back- 
ground of patients suffering from schizo- 
phrenia, but realizing the various sources 
of error that are inherent in such an ap- 
proach towards the study of genetics, he 
concentrated most of his efforts on the study 
of identical twins as compared with non- 
identical twins and non-twin siblings. The 
results of Kallmann’s studies are well known 
throughout the world and need no further 
elaboration, other than to state that he has 
succeeded in demonstrating that when one 
of a pair of identical twins develops schizo- 
phrenia, the probability of the occurrence of 
similar maladjustment in the other twin is 
some 5 to 6 times as great as it would be in 
non-identical twins or non-twin siblings. 
This certainly indicates that there is a con- 
stitutional vulnerability which is of great 
importance in the development of these dis- 
eases. To what extent this is entirely 
hereditary vr how much of an additional in- 
fluence occurrences in intra-uterine life 
may have as determining factors, is not 
as yet clearly established and must await 
further investigation. We are also faced 
with the question of the nature of this vul- 
nerability or what particular functions of 
the organism it affects. Is it, for instance, 
a matter of a greater sensitivity and weak- 
ness in the organization of any one of the 
organs of the endocrine system? Is it a 
matter of disturbance in the autonomic nerv- 
ous system and its related endocrine func- 
tions? Is it a pathological disturbance, 
quantitative or qualitative or both, in 
the biochemical—particularly enzyme—func- 
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tions of the organism? Does it affect the 
distribution of certain vitally important 
chemical substances in the nervous system? 
Or, finally, is it a combination or interac- 
tion of several or all of these? Actually, 
his most recent work(9), especially in the 
study of pre-adolescent forms of schizo- 
phrenia, has concerned itself with the quan- 
titative excretion patterns of a salivary en- 
zyme which acts on red cells by causing ex- 
posure to T antigen on the cellular surface. 
His findings indicate a definite relationship 
between high receptor-destroying enzyme 
(RDE) test scores and certain basic consti- 
tutional characteristics of families, ascer- 
tained through an early case of schizo- 
phrenia. It seems plausible to work on the 
hypothesis that this may be one of the bio- 
logical bases of the observed family charac- 
teristics, and Kallmann is in the process of 
developing methods for the determination 
of this reaction, using them in a number of 
patients suffering from this disease, and in 
their families. This demonstrates the im- 
portance of combining biochemical studies 
with the work on genetics for the purpose 
of ascertaining not only the presence of a 
constitutional factor but also its nature. An- 
other aspect of this study of genetics con- 
cerns itself with the importance of investi- 
gating the particular conditions under which 
a vulnerability of this type may then be en- 
hanced by postnatal environmental factors 
leading to the development of the disease. 
For this purpose it is essential to study the 
early environment in infancy and childhood ; 
in other words, to carry on simultaneous 
studies of child growth and development as 
observed in normal children and those who 
eventually may develop the disease. 


CHILD GROWTH AND DEVELOPMENT 


The workers in this area have been par- 
ticularly interested in finding the answer to 
the question of what is the nature of those 
stress situations that are particularly likely 
to interact with the constitutional predis- 
position in providing the basis upon which 
the disease develops. It is obvious that this 
can only be done most effectively in the early 
stages of life beginning with the very first 
moments of the relationship of the parents, 


particularly the mother, to the child, of its 
relationship to them, the siblings, and the 
social setting in general. The workers in 
this field have come to appreciate the fact 
that it is important to study not only the 
developing child itself from birth on, but 
also the conditions that existed before birth, 
the attitude of the parents, particularly 
the mother, to the coming child, various 
problems in the adjustment of the par- 
ents themselves, and to gather these data 
in an objective manner which will not be 
distorted by possible screen memories and 
subjective colorings as they come into play 
in retrospective accounts. A number of our 
workers are engaged in this study, and in 
some instances they start their observations 
with the first months when the expectant 
mother comes for prenatal examination and 
advice, namely, about the third month of 
pregnancy. This is followed by a combina- 
tion of a study of the mother and hef en- 
vironment during the subsequent course of 
pregnancy and delivery, and then continues 
the study of the child as it develops from 
the first moment of birth on through in- 
fancy, childhood, and adolescence. A num- 
ber of factors have already been shown to 
be of importance in this regard, as has been 
demonstrated by the findings of Washburn 
and Benjamin(10) ; Putnam, Rank and Kap- 
lan(11); Leo Kanner(12) and his co- 
workers; William Line(13) and a number 
of others. This type of a closely integrated 
program of research in genetics, biochem- 
istry, and child growth and development with 
all its biological, psychological and social 
implications, demonstrates both the feasi- 
bility and the importance of carrying on co- 
ordinated research in which, on the one 
hand, we have the advantage of the contribu- 
tions of each expert in his specific area of 
investigation and, on the other, their im- 
plications can be rendered more meaningful 
to real life settings, as their results are sup- 
plemented by those of related disciplines. 


BIOLOGICAL STUDIES 


The progress that has been made in re- 
cent years in this area by research in physi- 
ology and biochemistry offers a particularly 
impressive demonstration of the value of 
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coordinated studies. The basic contributions 
of scientists like Sherrington, Cannon, Pav- 
lov and others, have provided the founda- 
tion for a new trend, shifting the emphasis 
from static neuropathology to a dynamic ori- 
entation and from the preoccupation with 
specific psychophysical relations of single or- 
gans and functions to a more comprehensive 
study of the organism as a whole, empha- 
sizing the process of integration within the 
person in his adjustment to life situations. 
The comprehensive investigations that have 
been undertaken the last few years in the 
functions of the endocrine system present 
a particularly good example of these poten- 
tialities. The possible implication of dis- 
turbances in the functions of these glands 
in the adjustment of the organism to life 
situations has already been indicated in re- 
lation to genetics. In the last few years a 
considerable amount of knowledge has been 
gathered in regard to the role played by the 
hypophyseal-adrenocortical system in normal 
and pathological reactions to stress. Pincus 
and Hoagland(14), Hemphill and Reis(15), 
and a number of others(16) have reported 
that the psychological withdrawal of the 
schizophrenic patient from active competi- 
tion and his retirement into an autistic world, 
are reflected in increasing interference with 
the function of this system. Similar find- 
ings have been reported by Angyal, Free- 
man and Hoskins(17), in regard to the func- 
tion of the thyroid, and Funkenstein(18) 
and others, in the adrenal medulla and auto- 
nomic nervous system function. It is true 
that at the present time we are not in a posi- 
tion to state whether these functions repre- 
sent primary causative factors or are the 
effects of disturbances initiated elsewhere. 
Whichever the case may be, however, once 
they have been established they begin to 
participate in the disease process, and a bet- 
ter understanding of the deficiencies in- 
volved may make it possible to devise meth- 
ods of compensating for them and thus pre- 
vent further progress of the pathologic 
process. 

Another highly promising lead has been 
opened by research in certain phases of phar- 
macodynamics. The introduction of experi- 
ments with such substances as lysergic acid, 
the effects of which are so closely related to 


the symptoms observed in schizophrenia, has 
provided the means of facilitating objective 
experimental observations in these condi- 
tions. Here we find a number of highly 
promising leads. One of these is found in 
the work of Hoffer, Smythies, and Osmond 
(19), which points to the fact that certain 
metabolites of adrenalin, particularly as they 
may be found in personality disturbances, 
are closely related both in their biochemical 
structure and psychological effects to those 
of some of the hallucinogenic drugs. An- 
other lead has been furnished by studies of 
serotonin and the significant fact that this 
substance, which is found in such large con- 
centrations in the central nervous system, 
is characteristically antagonistic to lysergic 
acid and some of the other hallucinogenic 
drugs. Of further interest in this regard 
are the vasoconstrictor characteristics of 
serotonin, and the fact that hypotensive 
agents such as Serpasil, have recently re- 
ceived so much attention as therapeutic 
agents in certain personality disturbances. 
A variety of other phases in this field have 
been subjected to study. Philip Bard’s(20) 
work on the effects of ablations of the area 
of the amygdala in relationship to emotional 
control, taken in conjunction with the vari- 
ous investigations of the effects of loboto- 
mies, points toward another possibility of 
coordinating neuro-anatomical and physio- 
logical studies and their psychopathologi- 
cal correlates. Finally, the work of Funken- 
stein(18) on the study of reactions of 
different types of personalities to stress situa- 
tions and their relationship to the epineph- 
rin/nor epinephrin ratio further accentuates 
the concept of dynamic integration between 
physiological and psychological functions. 
His observations on the manner of the re- 
action of different types of persons to stress 
situations, both in emergencies and the con- 
tinuous mastery of stress, and in the reaction 
of the individual to such settings whether di- 
rected outwards as anger and possible pro- 
jection, or depression and introjection, form 
a link between interferences as observed in 
studies of physiological functions and their 
correlates in terms of psychopathological 
symptom formations. It is particularly in- 
teresting to note his studies of the relation- 
ships of disturbances of this type as they 
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are reflected in interferences with thought 
structure in general and abstract thinking in 
particular. 


PSYCHOLOGICAL AND SOCIOLOGICAL STUDIES 


The important role of these areas in our 
program has already been referred to in the 
discussion of the close relationship between 
the biochemical studies and disturbances in 
the psychological functions of the individual, 
as well as the importance of taking into con- 
sideration occurrences in the early stages of 
child development as they combine with con- 
stitutional factors in leading towards the de- 
velopment of the disease. The effects of 
faulty child-parent relationship in setting 
the stage for the development of the disease 
have been particularly pointed out in a num- 
ber of studies, such as those of Rank and 
Kaplan(11), Kaufman and Gardner(21), 
and others. The frequently observed occur- 
rence of a pathological combination of cold 
detachment and symbiotic fusion in the 
mothers of children who develop early mani- 
festations of schizophrenia may well be re- 
garded as playing an important role in the 
development of ambivalence in the schizo- 
phrenic patient. At the same time, the fre- 
quently repeated traumatic experiences in 
such children may also serve as noxious in- 
fluences in the basic physiological mecha- 
nisms of adaptation to stress situations. 

The observations of Kaufman and Gard- 
ner on the studies of pre-adolescent forms 
of schizophrenia also indicate the possibility 
of the effects of conflict situations in the 
parents as they find their expression in the 
symptoms observed in the child. Of further 
importance in this regard are the results of 
the psychological studies of Piotrowski, on 
the manner in which energy control is dealt 
with in the early stages of schizophrenia, as 
indicated by Rorschach studies. The ratio 
of available energy contributed by instinc- 
tive needs and the control of this energy by 
the ego, appears to be of great significance 
in indicating the subsequent course of the 
disease and its prognosis in psychotherapeu- 
tic procedures. At the same time, we find 
important indications in regard to the nature 
of the schizophrenic process through the 
study of the manner in which patients suf- 
fering from this disease react to specific 


methods of psychotherapy, as has been 
pointed out by Whitehorn and Betz(22). 
Finally, we have the gradually accumulat- 
ing data in regard to the importance of the 
social setting in which this disease appears 
to thrive, as has been pointed out by Red- 
lich and his group, the significance of the 
effects of urban versus rural settings, and 
the close relationship that exists between an- 
thropological studies of various cultures, as 
has been shown by the work of Mead and 
Bateson, William Line in his cross-cultural 
research, and a number of others. 

The results of all of these studies against 
the background of the concepts that were 
discussed in the introduction permit at the 
present time of the development of a gen- 
eral framework of the schizophrenic process, 
and which can be formulated somewhat as 
follows: the variety of pathological mani- 
festations as they are observed in the clini- 
cal picture of the group of schizophrenias, 
develop most readily in persons who are 
constitutionally endowed with a certain pre- 
disposition or vulnerability; this has been 
established on the basis of investigations in 
genetics. Studies of the developmental 
process of the individual, particularly in 
early infancy and childhood, have shown 
that persons endowed with such vulnerability 
need not invariably develop this disease but 
are more likely to become victims of it be- 
cause of this predisposition, provided that 
they are exposed to certain traumatic ex- 
periences, psychological, social, or physical, 
during infancy and childhood. This com- 
bination results in a series of changes in 
the growing organism which are expressed 
in terms of certain types of behavior anom- 
alies, particularly in regard to interpersonal 
relationships, and at the same time manifest 
themselves in certain defects in physiological 
functions. With this as a foundation, the 
individual is rendered unable to cope with 
the stress and strain of competitive life situ- 
ations particularly at critical stages, such as 
puberty, adolescence, marriage and cata- 
strophic events in mature life. When such 
stress conditions have to be met, the person 
is unable to adjust himself to them as ade- 
quately as his fellow human beings, and as 
a result he responds with one or both of 
two types of reactions. He withdraws to a 
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greater or lesser degree from the responsi- 
bility ot dealing with these problems into a 
state of social, psychological, and physiologi- 
cal isolation both in regard to his internal 
and external milieu and begins to reconstruct 
his world on the basis of autism, with the 
development of projections, distortions, and 
defects in his physiological reactions to 
stress, 

This point of view is presented merely as a 
general frame of reference which at the pres- 
ent time serves as a background for the pro- 
gram we have described and a number of 
others that are now in progress throughout 
the world. The relevance of the various proj- 
ects within such a program to the ultimate 
achievement of our goal is obvious, and it 
is equally clear that as the scope of such re- 
search is broadening and becomes more com- 
plex, it will be very important to maintain 
proper lines of communication, so that while 
this work continues to be multidisciplinary, 
it will also be adequately coordinated. 
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HISTORICAL LANDMARKS IN RESEARCH ON SCHIZOPHRENIA IN 
THE UNITED STATES 


W. K. McKNIGHT, M.D., F. A. P. A.t 


The Committee on History of The Ameri- 
can Psychiatric Association has been privi- 
leged to prepare an exhibit designed to show 
excerpts from the United States literature 
on research in schizophrenia for display at 
the Second International Congress of Psy- 
chiatry convened in Zurich, Switzerland, in 
September 1957. This paper is a summary 
of this project and has been prepared in col- 
laboration with the various members of the 
committee.” 

The purpose of this study is to report a 
sampling from the extensive literature on 
this subject that has developed in the United 
States during the past 191 years indicating 
something of the nature and scope of the 
work, It is intended to offer a survey of 
the greatest possible variety of topics that 
have been included by various workers in the 
United States rather than to present differ- 
ent approaches or schools of thought as they 
may have influenced clinical understanding 
and treatment in psychiatry. 

From a review of over 3,000 reported 
studies, examples are described which have 
reflected research interest and data grouped 
in accordance with 5 principal categories as 
follows: 

1. Theoretical and clinical concepts. 

2. Experimental and biological studies. 

3. Epidemiological, statistical and genetic 
studies. 

4. Therapeutic investigations of (a) so- 
matic, (b) psychotherapeutic, and (c) social 
techniques. 

5. Interdisciplinary research. 

The references cited have also included 
those believed to have originated in the 
United States, as well as those which repre- 
sented first publications on experiences in 


1 Physician-in-Charge, Outpatient Department, 
The New York Hospital—Westchester Division, 
White Plains, N. Y. 

2Robert S. Bookhammer, M.D., Philadelphia, 
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Mass.; Henry Babcock, M. D., Cambridge, Mass. ; 
J. Sanbourne Bockoven, M. D., Providence, R. I.; 
F. Freyhan, M.D., Farnhurst, Del.; William K. 
McKnight, M. D., White Plains, N. Y. 


the United States concerning therapeutic 
techniques developed in Europe, or publica- 
tions on clinical, social and statistical as- 
pects of schizophrenia considered to be char- 
acteristic of certain conditions in the United 
States. In general, the present summary may 
serve to indicate primarily what has been 
done and the methods employed. 

During the earliest years of historical de- 
velopment in the United States, most of the 
prevailing psychiatric thought or medical 
concern about emotional illness reflected the 
ideas then current in Europe. Prior to the 
year 1850 the terms “schizophrenia” and 
“dementia precox” were not in use. No care- 
fully formulated research programs were re- 
corded until late in the 19th century ; but in 
1812, Benjamin Rush published his well 
known treatise, Medical Inquiries and Obser- 
vations on the Diseases of the Mind(1). 

By 1890 psychiatry as a specialized branch 
of medicine had become sufficiently organ- 
ized for the consideration of clinical find- 
ings to be reported at the regular meetings 
of the American Medico-Psychological As- 
sociation, which had been established in 1844. 
Noting a regrettable lack of well organized 
research interests and activities, S. Weir 
Mitchell, as noted in American Psychiatry 
1844-1944(2), in 1894, addressed the Asso- 
ciation expressing criticism of the group of 
“lack of careful scientific report.” Increased 
interest in this aspect of clinical work(3, 4) 
then became apparent, and in 1909 the Na- 
tional Committee on Mental Hygiene(2) had 
begun to have “a general stimulating effect in 
research.” From 1903 until 1910(5, 6, 7) and 
for many years thereafter, Adolf Meyer(6, 
7), working at the Worcester State Hospital, 
the Manhattan State Hospital, and subse- 
quently at the Johns Hopkins Hospital, was 
a leading figure in early research in schizo- 
phrenia in the United States. 

Early references(5) indicate that, “Meyer 
worked toward a more really dynamic- 
genetic interpretation of the psychoses and 
introduced the concepts of dementia precox 
there.” Lewis(6), in referring to this early 
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work stated further that, “published con- 
tributions from 1903-1905 and 1906 de- 
veloped a conception of dementia precox as 
depending on a special personality and con- 
stitution and on habit disorganization, leav- 
ing the internal working and development of 
the function and structural deficit as possi- 
bly incidental and still to be worked out.” 
This constitution-psychogenic scheme was 
further developed by Hoch(8, 9), Jelliffe(5) 
and others and tended to characterize much 
of the American work in this field. In 1909 
Hoch and Amsden(8) published observa- 
tions on schizophrenic patients which have 
continued to influence the thinking of pres- 
ent day workers when they described traits 
which they considered demonstrated the 
“shut-in personality.” Hoch also referred to 
a study of 100 cases by Kirby * which he re- 
ported to the New York Academy of Medi- 
cine in 1910. Hoch and Amsden stressed the 
importance of the detailed personality study. 

Concurrently with several of Meyer’s con- 
tributions, E. E. Southard(10) in July of 
1910 reported further on “A Study of De- 
mentia Precox,” in which he examined au- 
topsy material for evidences of organic 
change which he found “not wholly convinc- 
ing.” He did, however, describe morbid al- 
terations in the convolutions of the brain 
indicating a localization of several groups 
of symptoms. In addition, he offered 17 
fairly concise “constitutional factors” (11) 
in dementia precox. In 1924 Dunlap(1oa) 
reported no verifications of Southard’s work 
and offered well controlled evidence to refute 
his conclusions, stating that his study did not 
show “even a suspicion of a consistent or- 
ganic brain disease as a basis for the psy- 
chosis.” 

Studies having to do with Theoretical and 
Clinical Concepts began with the observa- 
tions of Benjamin Rush(1) as noted above. 
Another early effort to stimulate sound 
research interest and methods was a presen- 
tation by Spitzka(12) in 1878 when he ver- 
balized criticisms of preoccupations with 
non-medical activities by many of the super- 
intendents of state hospitals and urged that 
efforts be directed ‘“‘to exhibit the organic 
connection existing between psychiatry or 


3 Not published. 


mental pathology and that branch of general 
pathology which relates to the nervous sys- 
tem.” The beginning dynamic quality of re- 
search interest utilizing improved research 
techniques was presaged by Meyer(13) and 
Hoch(14) when, in 1903, he said “All these 
considerations will, I hope, make clear that 
the constitutional abnormalities which we 
have described, and which in their most 
marked form probably represent the direc- 
tion in which the important traits lie, must 
be the expression of dynamic forces of great 
importance.” This type of thinking was fur- 
ther developed by Jelliffe(15) in 1911. 

In 1912 Bond(16) studied a series of 50 
patients having dementia precox. (It is of 
interest to note that in this study the special 
“shut-in” personality was found in only 20% 
of the schizophrenic groups. ) 

In 1931 the Association for Research in 
Nervous and Mental Diseases devoted Vol- 
ume X of their “Proceedings” to the sub- 
ject of “Schizophrenia” and Strecker(17) 
reviewed a series of 25 patients initially 
studied several years before with reference 
to various prognostic opinions expressed at 
that time. He found that “chances of satis- 
faction by reality” could be considered as “a 
highly important prognostic factor.” As 
part of the same symposium, Campbell (18) 
working with a prominent statistician re- 
ported on the percentages of cases considered 
to have “positive environmental stress as an 
etiological factor” in schizophrenic patients 
diagnosed during the years 1923 through 
1926 at the Boston Psychopathic Hospital. 
A further study at that time by Bowman 
and Raymond(19) reported on 2,444 cases, 
of which 909 were schizophrenic, and a new 
method of coding personality traits was de- 
scribed. An evaluation of “maiurity” in 
personality was made by Sulliv-n(20), in 
which 100 cases were studied over a period 
of 7 years demonstrating that patients suf- 
fering the illness through an acute onset ap- 
peared to show more “maturity” which was 
directly related to a favorable prognosis. 

Several hundred cases were studied by 
Lewis(21) in 1923 based on findings in au- 
topsy material with evidence of frequent “‘de- 
velopmental and acquired peculiarities in the 
circulatory and glandular systems” which he 
considered to be “a characteristic constitu- 
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tional finding in the catatonic and hebe- 
phrenic reactions.” 

The important concept of impairment of 
abstract thinking was discussed by Bolles 
and Goldstein(22) in 1938 after they had 
done extensive work utilizing psychological 
methods of investigation similar to those in- 
troduced by Vigotsky confirming and ex- 
panding the conclusions of the latter worker. 
Hanfmann and Kasanin(23) in 1942 re- 
ported similar investigations based on the 
use of the “concept formation test” as intro- 
duced by Ach and modified by Saharov 
using more strictly controlled conditions. 

In 1944 attention was directed to symp- 
toms in children by Kanner(24) who re- 
ported on a 6-year study of 20 children 
“whose behavior differed uniquely and mark- 
edly from anything reported so far.” These 
behavior patterns were referred to as “early 
infantile autism.” In 1953 Bender(25) re- 
ferred to work with children by Potter, 
Meyer, Kanner, Despert, Mahler and others 
in her report on 18 years of clinical and re- 
search experience relating to 626 children 
who had been diagnosed as schizophrenic 
from ages 2 to 14. She stated “. . . we find 
that the schizophrenic infant retains all of 
the embryological features which have been 
outlined for the fetal infant by Gesell” and 
that “. .. anxiety is these children’s first 
response and may be unremitting from the 
first day of life, or . . . appear at any time 
later.” In this study, diagnostic criteria were 
outlined together with indications for ade- 
quate follow-up studies. 

Exherimental and Biological Studies have 
also covered a wide range of investigative 
approaches. For example, in 1925 Bow- 
man(26) reported a detailed study of 24 pa- 
tients by means of various laboratory tests 
having special relationships to endocrine 
functions. He was led to the conclusion that 
“the results are not consistent with the con- 
stant presence of any definite endocrine dis- 
order and do not suggest that a simple glan- 
dular dysfunction is an etiological factor in 
schizophrenia; (rather) it may arise on a 
number of different bases.” Hoskins and 
Sleeper(27) did an extensive study in 1929 
at the Worcester State Hospital in which 
they studied 80 cases by means of carefully 
controlled research techniques indicating that 


while endocrine deficiency would be con- 
sidered as playing a significant role in de- 
mentia precox, their findings led them to be- 
lieve that this illness “. .. is a reaction 
trend ...a disorder of multiple causa- 
tion. . . .” Work begun in Holland in 1920 
was subsequently continued in the United 
States from 1932 until 1945 by DeJong(28) 
on the significance of experimental catatonia 
using bulbocapnine, mescaline, and other 
medications. Further studies in The Bi- 
ology of Schizophrenia were published by 
Hoskins(29) in 1946 covering intensive in- 
vestigations over a period of 18 years. In 
this work findings pointed significantly to 
defects in normal “maturation” which oc- 
cur for reasons not yet understood in cer- 
tain individuals. Further work from the 
Worcester Foundation for Experimental Bi- 
ology was reported in 1949 by Hoagland and 
Pincus(33) which was based on deficient 
“typical adrenal-cortex response to short, 
acute stress in psychotic men generally.” 
The authors were unable to localize the point 
of origin in the block in the alarm reaction 
but evidence was apparent “that those hor- 
monal mechanisms involving homeostatic ad- 
justment are the ones that seem to be mal- 
functional.” Observations on “cytological 
changes in nerve cells in dementia precox” 
were reported by Papez and Bateman(31) 
in 1949 in which “three stages of nerve cell 
disease were revealed.” They considered 
their findings to be confirmatory of those by 
Winkleman and Book. 

During the past few years much attention 
has been directed to the effects of newly de- 
veloped chemical and pharmacological agents, 
notably the “tranquilizing” group of drugs. 
Feldman(32) in 1956 reported a compara- 
tive study of various ataractic drugs used 
with 1,238 patients, most of whom were 
chronic schizophrenics. In 1957 Heath(33) 
reported further attempts to determine the 
nature of the metabolic abnormalities in 
schizophrenia based on studies of an ap- 
parent alteration in adrenaline metabolism. 

“Electroencephalographic Studies of 1,000 
Schizophrenic Patients” were reported in 
1956 by Colony and Willis(34). All pa- 
tients in this group were males and the find- 
ings were considered as “. . . support for 
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the belief that schizophrenia is a functional 
disease of psychological origin.” 
Epidemiological, statistical and genetic 
studies have also been fairly numerous 
though less so than reports on treatment 
methods. An early study from the epidemio- 
logical viewpoint was that conducted by Pol- 
lock and Knowland (35) in 1921 when first 
admissions to civil state hospitals in New 
York State from 1915 until 1920 were ex- 
amined. In 1933 Pollock, Malzberg and 
Fuller(36) carried out a detailed statistical 
study from which the conclusion was drawn 
that “. . . as previously indicated, this es- 
tablishes a presumption in favor of heredity 
as a general factor in the causation of men- 
tal disease.” In 1939 Malzberg(37) did a 
follow-up study on the important work done 
previously by him, surveying the outcome of 
insulin treatment with 1,000 patients in the 
New York state hospitals. In his first re- 
search, he indicated that 65.4% of the pa- 
tients treated “. . . thus showed some de- 
gree of improvement after treatment with 
the insulin.” In the 1939 study, he reinvesti- 
gated each patient one year after treatment 


was finished, and learned that a total of 49% 
were still “improved to some degree.” 

In an effort to provide a more uniform 
basis for statistical evaluation, Malamud and 
Render(38) reviewed the literature in which 


they found “. . . so few well systematized 
studies and so little agreement in the conclu- 
sions reached on the course and prognosis of 
this disease.” Studying 309 patients over a 
period of 8 years (1929-36) a “standard di- 
agnosis” was used. 

This work included also a discussion of 
various well-defined factors to be used as 
the basis for further comparative studies by 
others. 

In 1946 “The Genetic Theory of Schizo- 
phrenia; an Analysis of 691 Schizophrenic 
Twin Index Families” was prepared at the 
New York State Psychiatric Institute and 
Hospital by Kallman(39) in which the case 
histories of 1,382 twins were studied. The 
results therein reported included the two fol- 
lowing summary statements: (a) “The pre- 
disposition to schizophrenia, that is, the 
ability to respond to certain stimuli with a 
schizophrenic type of reaction, depends on 
the presence of his specific genetic factor 


which is probably recessive and autosotiial ; 
(b) the genetic theory of schizophrenia does 
not invalidate any psychological theories of a 
descriptive or analytical nature. It is equally 
compatible with the psychiatric concept that 
schizophrenia can be prevented as well as 
cured.” 

In 1954 Ripley and Wolf(40) presented a 
unique study in which 341 schizophrenic pa- 
tients treated by the authors in a combat zone 
during warfare were followed up after 
periods varying from 5 to 8 years. The in- 
teresting finding in this study indicated that 
such reactions were not to be considered as 
“benign” nor different than in civilian life 
as had been supposed by other observers. 

Further statistical studies relating to the 
effect of insulin treatment were done by 
West and others(41) who reported on 781 
patients treated by this method from 1936 to 
1951. It was noted in this study, however, 
that “. . . this restoration was not neces- 
sarily accompanied by a permanent correc- 
tion of the factors that predisposed the 
patient to regress in schizophrenia.” A com- 
prehensive review of the effects of various 
therapeutic methods was reported in 1953 by 
Zubin(42) in which the need for more ade- 
quate means of standardizing statistical 
studies was further demonstrated. 

From the standpoint of therapeutic investi- 
gations, the application of various somatic 
methods has received much attention. 
Among the first such studies was that by Ray 
(43) in 1854 when he spoke with conviction 
of his experience with the use of etheriza- 
tion in the treatment of mental illness as he 
cited his experience with about 250 treat- 
ments for 25 patients at the Butler Hospital. 

In 1931 Bleckmann(44) reported on “The 
Use of Sodium Amytal in Catatonia,” de- 
scribing the effect of this treatment in 15 
cases, concluding that this was a useful 
method for making patients more accessible 
to psychotherapy. It is believed that this 
technique had not previously been reported 
in any of the literature on schizophrenia. 
Further experience with this form of treat- 
ment was recorded by Lindemann(45) in 
1932 who compared the effects of the drug 
on 30 patients with its effects on 6 normal 
persons. 

The use of amphetamines in the treatment 
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of the psychoses is also thought to have origi- 
nated in the United States and was reported 
on by Davidoff and Reifenstein( 46) in 1949. 

In addition to various studies mentioned 
above, a great number of research projects 
having to do with the use of convulsive ther- 


apy have been reported in the literature. . 


Representative of such research have been 
projects by Bookhammer and Saxe(47) in 
1939 in which 29 cases of schizophrenia and 
other psychotic reactions were treated by 
means of metrazol, a study by Bennett(48) 
on the use of curare in electroshock in 1941, 
and a report of electroshock used over a 
period of 10 years by Kalinowsky(49) re- 
ported in 1949. 

The use of electronarcosis as a treatment 
method was reported in 1945 by Tietz, et al. 
(50) who treated a series of 47 patients with 
results indicating this form of treatment to 
be “definitely superior to electroshock” 
and “approximating those of insulin shock 
therapy.” 

Modifications of the original techniques in 
the use of insulin shock therapy were de- 
vised by Shurley and Bond(51) at the Insti- 
tute of the Pennsylvania Hospital where 
rapid sensitization to the drug was achieved 
by giving relatively large doses of the drug 
after which the coma effect was maintained 
by a relatively small dosage. This method 
was considered to be safer and more ade- 
quately subject to control so that it came to 
be employed in various treatment centers in- 
cluding those of the United States Army. 
Improvement rates were reported as being 
from 37% to 48.8%. 

From about 1935 attention was directed 
to the use of psychosurgery in accordance 
with various techniques so that by 1948 a 
substantial number of cases had been re- 
ported. Watts and Freeman(52) summa- 
rized their pioneer work in the United States 
with these techniques and in 1949 Freeman 
(53) reported further on follow-up studies. 
By this time it was apparent that “choice of 
patient, choice of operation and choice of 
family” were important factors in obtaining 
the most effective results from this type of 
therapy. In 1949, also, Pool, Heath and 
Weber (54) reported on the indications, tech- 
niques and post-operative management of 


topectomy. 


Psychotherapeutic approaches have been 
many and varied and no single review of 
this large section of American psychiatric 
literature would do justice either to the 
quantity or to the type of work done. An 
interesting early study done by LaMoure 
(55) in 1912 had to do with the “re-educa- 
tion of dementia precox cases and industrial 
training of the chronic cases.” In 1917 
Coriat(56) presented a consideration of the 
use of psychoanalytic insights in the treat- 
ment of the disease in which he reported his 
conviction that “. . . an attack of the funda- 
mental characteristics of the disease has been 
possible only with the development of psy- 
choanalysis.” 

In 1929 Brill(57) presented a comprehen- 
sive review of the various psychotherapeutic 
concepts as they applied to schizophrenic pa- 
tients in an effort to add to the dynamic un- 
derstanding of symptom formation. Further 
applications of analytic concepts in therapy 
were reported by Zilboorg(58) at the Bloom- 
ingdale Hospital (New York Hospital— 
Westchester Division) in 1931 and he pre- 
sented one case in detail. He considered that 
“the analytical method in its classical form, 
preceded by a preliminary and rather long 
period of analysis of the ‘reality principle,’ 
mobilizes the masses of affective energies 
which otherwise remain shut-in and pre- 
vent a proper contact with reality.” 

In 1931, also, Sullivan(59) demonstrated 
various methods of eliciting socializing re- 
sponses from patients followed by further 
efforts toward re-integrating personality on 
the basis of psychoanalytic procedures. In 
1939 Fromm-Reichmann(60) reported her 
experience with schizophrenic patients whom 
she found to be “capable of developing 
workable relationships and transference re- 
actions.” 

Following an extensive experience in mili- 
tary psychiatry during World War II, the 
use of various group psychotherapeutic tech- 
niques with schizophrenic patients appeared 
frequently in the literature. An example of 
such concepts is recorded by Abrahams(61) 
who worked intensively with 25 schizo- 
phrenic patients residing in a maximum se- 
curity ward of the St. Elizabeth’s Hospital 
in Washington, D. C. in 1948. In this group 
of severely compromised patients, he found 
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that his research “demonstrated that schizo- 
phrenic individuals can be led into psycho- 
therapeutically effective relationships with 
each other in a group setting through the 
exercise of a special type of group leader- 
ship.” In 1954, a study of the relationships 
existing between physicians and their schizo- 
phrenic patients was reported on by White- 
horn and Betz(62) at the Henry Phipps 
Psychiatric Clinic in Baltimore in which sig- 
nificant aspects of the therapist’s attitude 
and approach were evaluated. In this series 
of 100 patients, it was noted that best im- 
provements appeared to occur “when the 
physician, in his day by day tactics, makes 
use of active personal participation rather 
than the patterns of passive permissive, in- 
terpretation and instruction for practical 
care.” 

Much of the work in studying and treat- 
ing childhood schizophrenia in the United 
States has been stimulated by Bender, Des- 
pert, Bradley and others. In 1955 Bender 
and Gurevitz(63), reported on various con- 
cepts reflecting their experiences over a 
period of 20 years in this field. Their ex- 


perience had led them to think of schizo- 


phrenia in childhood as being “. . . a de- 
velopmental lag at the embryological level of 
the biological processes from which subse- 
quent behavior evolved by maturation, char- 
acterized by an embryonic plasticity in all 
functioning areas and leading to anxiety and 
secondarily to defense mechanisms.” 

The development of treatment methods 
for large numbers of patients has perhaps 
been more prominent in the United States 
than elsewhere and there has accumulated an 
extensive literature having to do with the 
social management of patients. Typical of 
research efforts in this vein have been those 
reported by Myerson(64) in 1939 which 
demonstrated “... an amplification and 
synthesis of well known methods of ap- 
proach to treatment of chronic schizophrenia. 
The only claim to originality (here) lies in 
the general underlying theory and in the ag- 
gregation of forces used, this being the basis 
for the term ‘total push.’” One specific ob- 
jective was to prevent the “prison psychosis” 
type of hospital influence which tended to 
reinforce the disease tendencies, i.e., with- 
drawal. Emphasis on the effectiveness of 


hospital milieu therapy was also reported by 
Cheney and Drewry in 1938(65) based on 
a follow-up study of 500 schizophrenic pa- 
tients in a private hospital, at the Blooming- 
dale Hospital in 1938 and subsequently at 
the same hospital (New York Hospital— 
Westchester Division) by Wall and Hamil- 
ton(66). “Patient government; New Form 
of Group Therapy” summarized a 3-year ex- 
perience by Hyde and Solomon(67) at the 
Boston Psychopathic Hospital in 1950. 

A form of research in schizophrenia con- 
sidered to have had its origin in the United 
States is that of multi-disciplinary research 
as a well organized endeavor. Representa- 
tive of this method have been projects such 
as that by Hoskins and others(68) at the 
Worcester State Hospital in 1933 in which 
some 500,000 quantitative observations were 
made in accordance with careful statistical 
methods employing the use of laboratory, 
psychological and psychiatric “tools” of vari- 
ous types which were used in relation to one 
another. In 1953 Johnson(69) referred to 
the important research program sponsored 
by the Supreme Council of the Thirty-third 
and Last Degree of the Ancient, Accepted 
Scottish Rite of Free Masonry for the 
Northern Masonic Jurisdiction of the United 
States. He observed that researchers had 
not coordinated their work. Money was first 
authorized in 1934 and the first research was 
published by N. D. C. Lewis as Research in 
Dementia Precox(70). Lewis’ appointment 
as the first field representative and coordina- 
tor of research was made in cooperation with 
the committee of what was then known as 
the National Committee for Mental Hygiene 
and a committee of the Supreme Council. 
Annual appropriations were provided and 
coordination has been by informal meetings 
with written reports annually by the Direc- 
tor of Research to the joint committees ap- 
pointed by NAMH and the Supreme Coun- 
cil. To date about one million dollars has 
been provided and recently one million was 
set aside with additional gifts as the “Benev- 
olent Foundation of the Supreme Council,” 
including grants supporting an important 
survey of world literature by Bellack in 
1947 (70a). 

In 1953 Greenblatt and Solomon(71) re- 
ported on a series of 116 cases studied by 
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means of the collaborative support of vari- 
ous governmental and philanthropic agen- 
cies done in reference to psychosurgical tech- 
niques for 500 chronically ill patients. Of 
this number, 116 cases were studied by 
means of various multi-disciplinary tech- 
niques. In 1954 Heath(72) reported on 
Studies in Schizophrenia; a Multi-discipli- 
nary Approach to Mind-brain Relationships 
at Tulane University, Department of Psy- 
chiatry and Neurology. In this work, utiliz- 
ing the disciplines of psychiatry, psychology, 
biochemistry, neurology, and neuro-surgery, 
evidence was presented indicating that 
“schizophrenia may be considered to be a 
disorder of the lower levels of integration 

. . with impairment of the sub-cortical 
levels of the nervous system.” 

In 1955 Volume II of “Medical Re- 
search—a Mid Century Survey’ published 
by the American Foundation(73) included 
an important review of the problem of 
schizophrenia and its treatment with empha- 
sis on the inter-action of physiological, psy- 
chological and social factors. The United 
States Congressional Act of 1955, providing 
for a 3-year survey on all aspects of mental 
illness was cited and current efforts to close 
the gap between the psychological and the 
organic concepts of the disease were high- 
lighted, together with current objectives, in- 
cluding plans for more extensive studies of 
normal persons in relation to schizophrenic 
processes. 

In June of 1956, The American Psychi- 
atric Association published the fifth in a 
series of “Psychiatric Research Reports” en- 
titled “Research Techniques in Schizo- 
phrenia”(74). This study represented 5 
stimulating and argument-provoking ap- 
proaches to the problem, including the work 
by Whitehorn(62) having to do with the re- 
lationship of the therapist to the outcome of 
therapy in schizophrenic patients previously 
mentioned. 


CONCLUSION 


In an effort to highlight the type and ex- 
tent of research in schizophrenia in the 
United States during the past 190 years vari- 
ous references have been described accord- 
ing to certain categories of investigation. 
While no single review of all the studies 


which comprise the literature to date is in- 
tended, it is believed that from a historical 
standpoint the present contribution may be 
of interest and use. The research projects 
reported all contain bibliographies which in 
themselves are additionally representative of 
many studies of importance and of the scope 
of the subject under consideration. 


The author wishes to acknowledge the work done 
by the various members of the Committee on His- 
tory of the American Psychiatric Association who 
collaborated in the compilation of this material, 
samples of which have also served as the basis for 
an exhibit presented at the Second International 
Congress of Psychiatry. 
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SOME MOTOR ASPECTS OF SCHIZOPHRENIA: AN EMG STUDY 
GEORGE B. WHATMORE, M.D., Px.D.,! ano RICHARD M. ELLIS, Jr., B.S. iv E.E.2 


We cannot get an accurate picture of the 
neurophysiology of neurosis and psychosis 
unless we include in our efforts a study of 
their motor components. A fact often over- 
looked is that motor activity within the cen- 
tral nervous system is intimately tied up with 
sensation, emotion, and thinking. There are 
no boundaries to separate these activities. 
An understanding of the neurophysiology of 
any of these, as well as their deviations in 
illness, must therefore include a description 
of the motor component. Present evidence 
and current thinking of numerous investiga- 
tors favor the view that motor activity is 
more than just an end-product of psychic 
activity (1, 2, 4, 12, 18, 19, 20, 25, 26, 27, 28, 
30, 31, 32, 33)- 

Compared to the neuroses and psychoso- 
matic disorders, schizophrenia has received 
little study from a motor standpoint. Meas- 
urements of overt movement as well as of 
electromyographic activity during subjection 
of patients to certain stress situations have 
demonstrated greater degrees of motor re- 
action in schizophrenics than in control sub- 
jects(22, 24). EMG studies of the speech 
musculature in schizophrenics, combined 
with other observations, led Gould to the 
conclusion that auditory hallucinations were 
due to a motor disturbance of the speech 
mechanism rather than to a disturbance of 
perception (8, 9). 

The studies to be reported in this paper * 
deal with electromyographic measurements 
of the low levels of residual motor activity 
found in persons endeavoring to rest and re- 
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lax as completely as possible in a quiet com- 
fortable environment. Residual motor ac- 
tivity is for the most part invisible to the 
naked eye. 


APPARATUS 


In order to study these low levels of rest- 
ing activity in the motor portion of the nerv- 
ous system by electromyographic methods, it 
was necessary to design and construct an 
instrument that would give suitable readings. 
Jacobson and associates have previously de- 
scribed an integrating neurovoltmeter for 
recording such activity(13, 14). Our instru- 
ment was patterned after theirs but is differ- 
ent in certain significant respects. 

The instrumentation requirements of this 
investigation were primarily to pick up, am- 
plify, and indicate the muscle action poten- 
tials located on the surface of the skin. One 
read-out was to be an indication of the in- 
stantaneous level of activity. In addition, an 
integrator must accumulate the potential for 
a definite period of time so that it may be 
recorded periodically. 

The weakest electrical signal that can be 
detected is always limited by the noise level 
in the first stage of the amplifier. As we 
were interested in measuring voltages at as 
low a level as possible, it was of the great- 
est importance to design a pre-amplifier with 
great care. 

Thermal noise in the first vacuum tube 
may be considered the only source of noise 
over which we have no control. Other 
sources of noise are, of course, the same as 
experienced in all EEG and EMG record- 
ing, such as 60 cycle power line pick-up. 
Standard techniques for eliminating this in- 
terference were carefully observed. 

To maintain the most favorable signal to 
noise ratio, the frequency response of the 
amplifier was restricted to what was found 
to be an optimum bandwidth. This is indi- 
cated in the block diagram of Figure 1 as a 
filter. The frequency response of the entire 
system is from 120 cps to 300 cps at the 3db 
points with a low end slope of 12 db per 
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octave and a high end slope of 8 db per 
octave. 

In order to drive a d.c. meter the signal is 
full wave rectified. A common back-bias 
technique in the meter circuit enables the 
meter to be set at zero when only the ampli- 
fier noise is present, which is done with the 
electrode leads shorted together. This pro- 
cedure amounts to a further reduction of the 
noise level. The noise level with no back- 
biasing is about 4 microvolt equivalent at 
the input, and the effective noise level re- 
maining after back-biasing of the meter is 
about 0.1 microvolt. 

An R-C integrator was used with a linear 
range of more than a minute. The recorder, 
which is a multiple point printer, samples 
and records the potential on the integrator, 
and immediately thereafter trips a reset 
relay which shorts out the integrating ca- 
pacitors. 

Arbitrary periods of one minute were used 
as the integration time. Several signal chan- 
nels may be used with one recorder, and the 
present work was done with 4 channels, one 
recording every 15 seconds. 

Four amplifier channels and the recorder 
were mounted in a 19-inch relay rack, ex- 
cept for the 4 read-out meters which were 
in individual containers to be located in stra- 
tegic places for monitoring purposes. 


METHOD 


All subjects lay in the supine position on 
a bed in a semi-darkened relatively quiet 
room. They were given the instruction “Rest 


Fic. 1.—Block Diagram of Electromyograph. 


and relax as completely as possible and leave 
your eyes closed.” 

Continuous electromyographic readings of 
motor activity were taken simultaneously for 
30 minutes from leg, forearm, jaw, and fore- 
head regions. Surface pick-up electrodes 
were arranged in pairs (since the amplifiers 
were double-ended) and were placed over 
antagonistic muscles. Sanborn EKG paste 
was worked into the skin until the d.c. re- 
sistance between electrodes was 2000 ohms 
or less, and this resistance was measured 
again at the end of each period to be sure it 
had not changed. A ground electrode was 
placed a few inches away from each pair of 
pick-up electrodes. For the leg one Sanborn 
EKG electrode (measuring 3.2 cm. by 5.1 
cm.) was placed over the anterior tibial 
muscle and the other over the gastrocnemius 
of the left leg. For the forearm one EKG 
electrode was placed over the extensor sur- 
face and the other over the flexor surface of 
the right forearm. To obtain readings from 
antagonistic muscles acting on the mandible 
an EKG electrode was placed over the left 
masseter muscle and a silver electrode meas- 
uring 1.8 cm. in diameter was placed in the 
submental region. Anatomical considerations 
as well as experimental tests indicated that 
this pair of electrodes recorded not only 
from the jaw-closing and jaw-opening mus- 
cles but also from some of the muscles con- 
trolling the tongue. To obtain readings from 
the muscles involved in frowning and rais- 
ing the eyebrows one of the small silver elec- 
trodes was placed over the left corrugator 
muscle and the other in the midline over the 
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frontalis muscle. With electrodes paired in 
this fashion, activity in one, the other, or 
both of a pair of antagonistic muscles would 
give readings and it was not considered im- 
portant to know which of the two muscles 
had been active. At the end of the test period 
the subjects were questioned to determine 
various subjective experiences such as 
whether they slept, whether they were in any 
pain or discomfort, whether they felt calm 
and relaxed or were nervous and restless, 
whether they were fearful, and what they 
could recall having thought about during the 
test period. 

A group of 21 schizophrenic patients was 
compared to a group of 10 control subjects. 
The requirements for the schizophrenic 
group were that they have a clear-cut un- 
questionable diagnosis and that they show 
little or no sign of deterioration. No selec- 
tions or calculations on the basis of type of 
schizophrenia were made. The patients 
varied from 21 years to 49 years of age with 
a median age of 35 years. The control group 
was selected from hospital personnel and the 
only requirement was that each subject 
should not ever have had a mental illness 


(psychosis). The control subjects varied 
from 23 years to 42 years of age with a me- 
dian age of 33 years. A supplementary sub- 


” SAMPLE EMG 
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MOTOR ACTIVITY IN UNITS 
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division of the control group into those per- 
sons relatively free from functional nervous 
symptoms and those troubled somewhat with 
functional complaints was also made. We 
say “relatively free from functional symp- 
toms” for the one subdivision because it 
probably would not be possible to find a per- 
son completely free from functional com- 
plaints at all times. 

A sample EMG is given in Figure 2 and 
will be used to show the method for process- 
ing the data contained in each EMG. One 
was selected in which the various channels 
do not cross each other because it is easier to 
see. Each point on the graph is the inte- 
grated level of motor activity for a period 
of one minute, which is approximately the 
mean value of the motor activity for that 
minute. This value is expressed in “units 
of motor activity” although with extra cal- 
culations it could have been expressed in 
microvolts rms. The “unit of motor activity” 
is an arbitrary unit obtained by dividing the 
maximum range of the graph paper on the 
point printer into 100 subdivisions. For 
those readers who prefer these values ex- 
pressed in microvolts the approximate con- 
version figures are 25 units of motor ac- 
tivity equal I microvolt rms., 55 units of 
motor activity equal 2 microvolts, and &5 


Fic. 2—Sample EMG. One was selected in which the various channels do not cross each other. Each 
point on the graph is the integrated quantity of motor activity for a period of one minute. 
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units equal 3 microvolts. The instrument 
was calibrated both at the start of the period 
and at the end with a 1 microvolt rms sig- 
nal at 200 cycles per second and at the end 
of the period with 2 and 3 microvolt signals 
as well. From the 30 points printed on the 
graph for each muscle area, a mean value 
was Calculated. Values going off the top of 
the graph were assigned a value of 100 units 
since this is the highest point on the graph. 
From the mean values for each of the 4 
muscle areas a grand mean was calculated. 
This grand mean is therefore a single num- 
ber representing the mean quantity of motor 
activity for the entire 30 minute period. 

For both the control group and the patient 
group, various mean values were calculated, 
as will be shown in detail in the section on 
results. The significance of each of these 
means was determined in accordance with 
the method described by Fisher(7). For the 
reader not familiar with the concept of the 
significance of a mean, this determination 
basically is answering the question “On the 
basis of the distribution of samples already 
obtained, what is the probability that a larger 
number of samples will give a different 
mean?”. This probability can be calculated 
accurately and makes it possible to deter- 
mine when a population sample is large 
enough to be representative of the popula- 
tion in question. In addition to the signifi- 
cance of means, the significance of the dif- 
ference between the means of the control 
and patient groups was also calculated. 


RESULTS 


Table 1 shows the composition and various 
mean values for the control group. Table 2 
shows corresponding information for the 
schizophrenic group. Figure 3 shows com- 
posite EMG’s for the control group and the 
patient group. Each point on these graphs is 
the mean of the entire group for that partic- 
ular minute and the points are plotted minute 
by minute for a 30 minute period. Table 3 
gives a quantitative comparison of the con- 
trol group and the patient group, and shows 
the significance of the differences between 
them. For both the control group and the 
patient group, the means of the grand means 
are highly significant (P=<o.0o1). The 
differences between the control group and 
the patient group with respect to the grand 
mean and the 4 individual muscle area means 
are highly significant (P= <o0.001 for grand 
mean, forehead, and jaw; P=<o.o1 for 
forearm and leg). It is remarkable to us 
that these 5 differences are quantitatively so 
nearly alike. They range from 33.9 to 36.4 
units of motor activity. The difference in 
grand means was 35.0 units, the control 
group giving 19.9 units of motor activity and 
the patient group 54.9. 

Another point to be emphasized is that 
the rank order of the 4 muscle areas is the 
same for both control and patient groups but 
the patient group is set at a higher level. 
This can be seen most clearly in Figure 3 
which gives composite EMG’s for the con- 
trol group and the patient group. 


TABLE 1 


MEAN VALUES OF Motor ACTIVITY AND SIGNIFICANCE OF THE MEANS FOR THE ContRot Group 


Brow Jaw 
mean mean 
(Units) (Units) 


35-47 
26.56 
24.17 
18.48 
28.61 
38.12 
38.37 
35.22 
72.99 
67.45 
38.5 
< 0.001 


Subject 


SP PN OE DYN 


Group Mean = 
P Value = 


Grand 
mean 


(Units) 
13.6 
13.9 
12.7 

9.5 
11.4 
24.3 
23.6 
32.8 
25.4 
32.0 
19.9 

< 0.001 


Forearm Leg 
mean mean 
(Units) (Units) 


1.33 


12.31 6.08 

M.H. ...... 33.56 50.29 12.30 » 

< 0.001 <0.1 < 0.01 
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TABLE 2 


MEAN VALUES oF Moror ACTIVITY AND SIGNIFICANCE OF THE MEANS FOR THE 
SCHIZOPHRENIC PATIENT GROUP 


Group Mean = 
P Value = 


< 0.001 

Only 5 grand means for the patient group 
overlap the range of the control group. They 
lie in the upper portion of the control range 
and none of them reach down to the mean 
value for the control group. 

An interesting sidelight is the result ob- 
tained when the control group, which is com- 
posed of hospital personnel who have never 
had a mental illness, is broken down into 
two subgroups. One subgroup is made up 
of those persons relatively free from func- 
tional symptoms of any kind and the other 


TABLE 3 


CoMPARISON OF ConTRoL GROUP AND SCHIZO- 
PHRENIC PATIENT GROUP SHOWING THE 
SIGNIFICANCE OF THE DIFFERENCES 


patient group 
nificance 
difference 


Schizophrenic 


Control group 
Difference 
Si 


(Units) (Units) (Units) 
063 Cos P=< 0.001 
P =< 0.0! 
P=< 
P=< 001 


Brow mean 
Jaw mean 
Forearm mean.. 9.5 


Grand mean= 19.9 P =< 0.001 


Grand 
mean 
(Units) 
70.0 
79.3 
26.2 
25.1 
29.5 
28.3 
62.1 


Forearm Leg 
mean mean 
(Units) (Units) 

49.56 
84.74 
2.18 
3.17 
0.06 
34-19 
57:79 
86.67 
96.95 

6.60 
30.26 
83.20 
18.68 
2.38 
10.36 
78.71 
3.01 
67.52 
13.00 
100.00 


4.89 


39.7 
< 0.001 


subgroup is composed of those who are 
troubled somewhat with functional com- 
plaints. The former included 6 subjects and 
gave a grand mean of 15.5 units of motor 
activity. The latter was composed of 4 sub- 
jects and gave a grand mean of 26.5 units of 
motor activity. Even though there are only 
6 subjects in one subgroup and 4 in the other, 
the difference between their means is signifi- 
cant (P= <0.05). 


DIscuSSION 


The activity we are recording in these ex- 
periments is most likely accompanied by in- 
creased activity in efferent neurons of the 
motor cortex and/or premotor cortex. 
Whether this hyperactivity of pyramidal cells 
plays an etiological role in the development 
of schizophrenia or is a consequence of the 
disorder is a very important question. Al- 
though we often think of motor activity in 
mental illness as being secondary to psychic 
processes we must not discard the reverse 
possibility prematurely. One reason for cau- 
tion comes from research indicating the 
importance of motor states in the mainte- 
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Fic. 3—Composite EMG’s for control group and patient group. Each point is the mean of the entire 
group for that particular minute. 


nance of consciousness and the waking state 
(19, 28). 

Hyperactivity of pyramidal cells can have 
widespread influence on the functioning of 
the cerebral cortex as well as subcortical 
structures. This influence would be exerted 
through the many collateral fibers given off 
at various levels along the descending axones 
and through afferent flow from propriocep- 
tors activated when muscles contract. Many 
other neurons would thus become either hy- 
perexcited or excessively inhibited depend- 
ing on the nature of their connections with 
the hyperactive pyramidal cells. 

There are indications from numerous 
sources that the act of thinking itself is in 
part a motor act involving pyramidal cells(1, 
12, 26, 27, 30, 32, 33), and that feelings and 
emotion likewise are intimately tied up with 
motor states(3, 12). If this is the case it 
would not be hard to understand how hyper- 
activity of this motor system might lead to 
disturbances of thinking and of emotion. 
The point to be emphasized is that this possi- 
bility must be kept in mind and we must not 
jump to conclusions hastily. 

This state of hyperactivity of the motor 
portion of the nervous system, whether lo- 
calized or generalized, intermittent or con- 


tinuous, static or phasic, overt or invisible, 
has been referred to in the literature as 
neuromuscular hypertension and also as neu- 
romuscular hyperkinesis(12, 15, 16). Per- 
haps the expression “hyperponesis” would 
be even more descriptive. This word comes 
from the Greek “hyper” meaning excessive, 
and “ponesis” meaning exertion. 

There is growing interest in this condition 
and in determining its exact position in the 
neurophysiology of functional disorders. 
More attention has been given to its relation 
to the neuroses and psychosomatic disorders 
than to its relation to schizophrenia. Malmo, 
Shagass, and Davis(23, 24, 29), consider 
excessive muscular tension to be probably of 
considerable importance in the production of 
symptoms in patients with functional dis- 
orders. They have reported instances in 
which symptoms of a “tired feeling” in the 
head and head discomfort were preceded by 
a sustained burst of high-level electro- 
myographic activity in the frontalis muscle 
or in neck muscles. Wolf(34) found sus- 
tained contraction of the diaphragm to un- 
derlie a common type of functional dyspnea 
and precordial pain. He found it could also 
produce occlusion of the lower end of the 
esophagus and could do this before the con- 
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tractile state of the diaphragm was sufficient 
to produce respiratory difficulty. Kaufman 
(17) refers to a similar mechanism in dis- 
cussing the syndrome of spontaneous hypo- 
ventilation. Holmes and Wolff(11) refer to 
a pattern of motor behavior which they call 
the “on guard” pattern, and state that when 
it is utilized as a way of life it may place an 
intolerable burden on the individual’s emo- 
tional and physical equipment. Haugen(10) 
referred to this same motor pattern calling 
it a bracing reaction and expressed the view 
that without this bracing reaction no neu- 
rosis can develop and unless this bracing re- 
action can be permanently decreased or 
eliminated the patient remains vulnerable to 
an exacerbation of his illness. There are 
many other such reports too numerous to 
mention(4, 5, 6, 20, 21, 35). Jacobson has 
proposed neuromuscular hypertension as a 
fundamental disorder underlying some of 
the psychoneuroses and certain psychoso- 
matic disorders and he considers this neuro- 
muscular hypertension to be so fundamental 
that unless it is overcome the patient tends 
to remain ill, no matter what the therapy (12, 
15, 16). He has evolved methods of therapy 
which attack directly the exaggerated motor 
state by a re-educative process. 

Studies of motor activity in schizophrenia 
reported to date have dealt with overt move- 
ment or the high levels of electromyographic 
activity present while patients are carrying 
out some prescribed activity or are being 
subjected to a stress situation(22, 24). It 
is important to emphasize the difference be- 
tween these studies and the ones reported 
here. In our studies the motor activity meas- 
ured was that present while the subjects were 
lying at rest and was for the most part in- 
visible to the naked eye. Equipment capable 
of measuring reliably small differences at 
these low levels of activity had to be con- 
structed before these measurements could be 
made. 

Nevertheless our findings complement 
those of Malmo and coworkers(22, 24). 
Whereas their schizophrenic patients re- 
sponded to certain types of stress with ex- 
cessive motor activity, our patients showed 
excessive motor activity while at rest. 


SUMMARY 


1. The value of studying motor activity 
in mental illness should not be overlooked. 
Motor activity within the central nervous 
system is intimately tied up with sensation, 
emotion, and thinking. An understanding of 
the neurophysiology of any one of these, as 
well as their deviations in illness, must in- 
clude a description of the motor component. 

2. Multi-channel electromyographic meas- 
urements on 21 schizophrenic patients and 
10 control subjects are here reported. An 
electromyograph giving both integrated and 
instantaneous readings and capable of meas- 
uring minute amounts of motor activity was 
employed. Residual motor activity was re- 
corded while the subjects endeavored to re- 
lax as completely as possible in the supine 
position. This residual motor activity is for 
the most part invisible to the naked eye. 

Records were taken simultaneously from 
4 muscle areas, namely forehead, jaw, fore- 
arm, and leg, for 30-minute periods. The 
patients exhibit higher levels of motor ac- 
tivity in all 4 muscle areas and the dif- 
ferences between these and the values for 
the control group are highly significant 
(P=<o.001 for forehead and jaw, and 
P=<o.o1 for forearm and leg). Quanti- 
tatively these differences are remarkably 
similar for each muscle area. The grand 
mean for the patient group is 54.9 units of 
motor activity and for the control group 19.9 
units. 

3. This exaggerated motor activity is most 
likely accompanied by increased activity in 
efferent neurons of the motor cortex and/or 
premotor cortex. Such increased pyramidal 
cell activity could have widespread influence 
on the functioning of the cerebral cortex, 
as well as subcortical structures, through the 
agency of the many collateral fibers given off 
by these neurons. Since there is evidence 
that both thinking and emotion have motor 
components, it is reasonable that hyperac- 
tivity in the motor system might lead to dis- 
turbances of thinking and emotion. The pos- 
sibility of motor system hyperactivity play- 
ing an etiological role of some type in the 
onset of schizophrenia should be kept in 
mind. 
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4. The term “hyperponesis” is suggested 
to refer to exaggerated activity within the 
motor portion of the central nervous system. 
This exaggerated activity may be localized 
to a portion of the motor system or general- 
ized to include the whole motor system, it 
may be intermittent or continuous, static or 
phasic, overt or invisible. 
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A PSYCHOSOMATIC STUDY OF ALLERGIC AND EMOTIONAL 
FACTORS IN CHILDREN WITH ASTHMA®*? 
ROBERT T. LONG, M.D., JOHN H. LAMONT, M.D., BABETTE WHIPPLE, Pu.D., 


LOUISE BANDLER, M.S.S., GASTON E. BLOM, M.D., LEO BURGIN, M.D., ano 
LUCIE JESSNER, M.D., Senior CoNnsuLTANT 


We would like to report some findings 
from a collaborative study on allergic and 
emotional factors in children with asthma. 
The point of departure for this investigation 
is a frequently recorded observation(1 , 10, 
14, 17), namely that children with peren- 
nial, intractable asthma are often sympto- 
mactically relieved by admission to a hospi- 
tal, even though maintained on the same 
medication in the hospital as they had re- 
ceived at home. Equally often they relapse 
upon return home on the same medication. 

Various explanations have been offered 
for this observation. Stated in the extreme, 
they are: 

1. Allergists assume that the asthma is 
perpetuated by continuous exposure to an 
allergen, e.g., house dust(17). 

2. Psychiatrists assume that there is ex- 
cessive interpersonal tension within the 
home, especially between the mother and 
the asthmatic child(1, 10, 14). 

In both of these cases, hospitalization re- 
moves the irritant; be it allergenic or emo- 
tional. 

3. Psychosomatic explanation regards the 
asthmatic symptoms as the result of a conflu- 
ence of numerous factors—environmental, 
emotional, and allergic. 


METHOD 


Our study is in two parts. First, to test 
whether sensitivity to house dust is the only 
necessary factor for production of asthma 
we proceeded as follows: 

1. Nineteen children with perennial, in- 
tractable asthma were hospitalized, 14 dur- 


1 Read at the 113th annual meeting of The Ameri- 
can Psychiatric Association, Chicago, IIl., May 13- 
17, 1957. 

2 This investigation was supported in part by a 
research grant (#M-819 and supplements) from 
the National Institute of Mental Health, U. S. Pub- 
lic Health Service, and in part by the Harvard 
Medical School. 

8 Child Psychiatry Unit, Massachusetts General 
Hospital, Boston 14, Mass. 
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ing an acute episode. The age range was 
limited to children from 6 to 12 years of 
age. 
2. Allergic data collected included family 
history of allergy, past allergic history, and 
skin sensitivity to allergens. 

3. The research group was divided into 
two groups on the basis of sensitivity to 
house dust. 

4. When symptom-free, their hospital 
room was sprayed with dust collected by 
vacuum cleaning from their own home. The 
patient was then placed in the room for a 
period of from 4 to 12 hours, usually over- 
night. The dust was kept circulating with a 
fan. Evidence of asthmatic symptoms, 
wheezing, coughing, or other changes in 
respiration or physical discomfort were 
charted. 


RESULTS 
Part I 


Figure I: In this figure is a further char- 
acterization of the research group and re- 
sults of exposure to house dust during hos- 
pitalization. 

In column 3, note that the sex distribution 
is 9 girls to 10 boys. In column 4 is charted 
the age at onset of asthma. This varied from 
6 months to 9 years, with an average age 
of onset at 34 years. In column 5 we have 
charted the ordinal position. There are 2 
only children and g first born. 

In the next column on allergic family his- 
tory, two crosses means a history of allergy 
in both paternal and maternal lines. One 
cross means that only one line has a posi- 
tive allergic history. Fourteen of our cases 
have a family history of allergy, of which 
8 have such histories on both sides of the 
family. 

In the column on other allergic symptoms, 
note that eczema occurs in II of the 19 
cases. 

Next, the severity of asthma was defined 


at 
| 
AR 
2 
in: 
4 = 
: 
=4 


JESSNER, 


ET AL. 


MGH 
UNIT # 


RUERSY 
SimrToms 


OR OW AL 
Fanny 


Stiw Test 
2. 
RESULT 
Exeosuse 


SEVERITY 
ASTHMA 


919947 


t] + 


912949 


924253 


638124 


181637 


881286 


962740 


908382 


918846 


866870 


965029 


808608 


791873 


580585 


8784S2 


746307 


609246 


O°; 4+}, 41, 4+}, 0] 4+] Of +] 4 


oO 


866762 


173948 


+/+} 4] 4+ 4] 4+] 4] 4/4 4] 4} +] 4 
+14) ti ti tit] + lot tl +]o]o 


+1 + 


arbitrarily by the presence of x-ray evidence 
of pulmonary emphysematous changes. 
Fourteen of the 19 cases had such changes. 

In column 9, we have charted improve- 
ment on hospitalization. This is misleading. 
Five of the 19 cases were hospitalized for 
this specific study and did not enter in an 
acute asthmatic attack, although they had 
had chronic symptoms. The other 14 cases 
were hospitalized in an acute attack, and al- 
though maintained on essentially the same 
medication as at home, the acute episode 
subsided within 24-48 hours. 

In the following column, we record re- 
sults of skin sensitivities to house dust. 


There are 14 positive reactors, and 5 nega- 
tive reactors. 

In the last column are recorded the re- 
sults of exposure to their own house dust. 
In the first case, the patient’s nutritional 
status was too precarious to allow the mini- 
mal risk of exposure to her own house dust. 
In the remaining 18 cases there was no evi- 
dence of respiratory changes by stetho- 
scopic examination although their rooms 
were sprayed heavily with dust far exceed- 
ing any concentration that could have been 
normally circulating in their own homes. 

We were surprised at these results, as we 
had anticipated that in at least some cases we 
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would precipitate asthma. As a further step, 
one child, who lived above a bakery and who 
was markedly sensitive to wheat, had flour 
sprayed in heavy concentration into her 
room while in the hospital. There was no 
evidence of respiratory changes. Another 
step was to place at the disposal of the par- 
ents an electronic dust precipitator which 
clears the air of the finest particulate matter 
at a 99% level. In two cases the use of this 
precipitator in the home did not relieve 
asthmatic episodes with the child at home. 


DiscussION 


A crucial question arises: is house dust 
an allergen? About this we can only say 
that it is common practice in allergy clinics 
to assume that it is a true allergen, to skin 
test people for sensitivity to it, and if indi- 
cated to follow through with desensitizing 
procedures. From our results, we cannot 
say that house dust has no allergenic prop- 
erties, but it is clear that it is not the only 
necessary factor to produce asthma. 

We emphasize that our cases are highly 
selected by our initial criteria. They were 
perennial, intractible asthmatics and with 
one exception were exposed to only one 
allergen ; i.¢., house dust. Our findings can- 
not be generalized to true pollen asthma. 
We do not doubt the essential nature of an 
allergic predisposition in these children. 
However, we feel these findings point to a 
more complex etiology of asthmatic epi- 
sodes, These results clearly indicate that 
exposure to house dust is not a sufficient 
cause for the production of asthma. 


METHOD 
Part II 


In studies by French and Alexander(8), 
and Jessner, et al.(11), the central conflicts 
in asthmatic children and their mothers are 
described. Briefly summarized, these clini- 
cal impressions were : 

1. Child’s need to be close to mother. The 
asthmatic child expresses a special need for 
closeness to his mother. The need, or 
strength of the need, is not so specific for 
asthmatics as is the form in which this need 
is expressed. The needs are symbolized by: 


a. symbiotic fantasies of union with mother ; 
b. fantasies of being one of twins; c. claus- 
tral fantasies. 

2. Mother’s need for closeness to the 
asthmatic child. The mothers of asthmatic 
children often revealed the unconscious wish 
to maintain the child in an infantile de- 
pendent attachment. 

3. Source of this need in the mother. 
Mothers of asthmatic children have active 
unresolved conflicts stemming from early 
key figures in their childhood. 

Our aim here was to explore the relation- 
ship of these factors to the child’s asthma 
and to his improvement through hospitaliza- 
tion. We proceeded as follows: 

1. The children were interviewed by a 
child psychiatrist while in the hospital and 
in weekly follow-up appointments after dis- 
charge from the hospital, if the parents’ per- 
mission and cooperation was forth-coming. 
From this material, the present psychologi- 
cal status and essential conflicts were formu- 
lated. 

2. The mother was similarly seen by the 
social worker to evaluate her current psycho- 
logical status, her conflicts in relation to the 
child, and to obtain a detailed developmental 
history. 

3. The following psychological tests were 
given to the child while in the hospital: 
Draw-A-Person, Story Completion Test, 
TAT, The Blacky Pictures, brief IQ test. 
We compared the protocols with those ob- 
tained from hospitalized non-psychosomatic 
patients. These non-psychosomatic cases 
were matched with the asthma cases for sex, 
age, and social economic status. 


RESULTS 
Part II 


Our goal in administering the psychologi- 
cal tests was to investigate the possibility of 
using a fairly standard psychological battery 
to test clinical impressions about the need 
for closeness and the fear of closeness to 
mother in children with asthma. We felt 
this would help answer the question of why 
there is improvement with hospitalization. 
We hoped to interpret the psychological data 
by means of scoring procedures that were 
both objective and pertinent to the complex 
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dynamic relationships which Alexander and 
French(6), Margaret Gerard(g) and other 
clinicians have described in asthmatic pa- 
tients. 

Our first step was to formulate as testa- 
ble hypotheses those clinical insights gath- 
ered from the literature and our own clinical 
experience which we considered basic to an 
understanding of asthma. The result was 
12 statements or hypotheses about the nature 
of the difference between a group of asth- 
matic children and a matched sample of hos- 
pitalized, nonpsychosomatic children. 

Next we constructed appropriate scoring 
procedures with which to test the hypotheses 
whenever we could not find a suitable mode 
of analysis. As the research progressed, we 
had to revise some of the scoring rules. 
This amounted in essence to revising our 
testing instrument at the same time as using 
it with research cases. Our results are there- 
fore contaminated. This report is only to 
illustrate a few of the trends which give 
promise of significant results when applied 
to a new sample. 

To clarify the methodological approach 
followed here, let us take a closer look at 
one hypothesis, at the scoring categories 
used to measure the data pertinent to it, and 
at the results obtained. 

The second hypothesis, the one we shall 
examine, attempts to specify in greater de- 
tail the nature of the closeness to his mother 
which the asthmatic patient seeks. There 
are many kinds of pathologically close bonds 
between a child and his mother, many forms 
of dependency. We accept Alexander’s con- 
cept of asthmatic dependency versus oral 
dependency. This belief we express in the 
second hypothesis as follows: “Children 
with asthma, as compared with other chil- 
dren of the same age level, have a stronger 
wish to return to the state of closeness to 
mother that existed before birth.” This hy- 
pothesis explicitly asserts that children with 
asthma have in common one particular type 
of close tie to their mother. Implicitly it 
differentiates the ‘wish for intra-uterine 
closeness from other regressive wishes, such 
as the wish to be fed, the wish to consume 
and the wish to retain, and states that the 
latter are not common to all asthmatic chil- 
dren. Individuals have many types of wishes 


and a given wish usually has multiple mean- 
ings. But if this hypothesis is correct, we 
should be able to detect group differences be- 
tween asthmatic children and controls with 
respect to this one particular form of regres- 
sive wish, but not necessarily with respect to 
the others. 

One of the ways we tested the hypothesis 
involved counting the number of claustral 
fantasies in the protocols. We specify very 
precisely what is to be scored as a claustral 
symbol both in the drawings and in the 
thematic projective tests. Briefly we follow 
H. A. Murray(13 A) and score as claustral 
all places that are described as small, dark, 
secluded, safe, warm, private, or concealing. 
We include islands, enclosed valleys and cer- 
tain versions of paradise and any space in 
which one can float unsupported, such as on 
clouds or in water. Death, when it is seen 
as a protection to which one escapes from 
conflict or when it is regarded as providing 
an opportunity for rebirth, is scored. 

The TAT, to take only one of our instru- 
ments, yielded impressive differences. We 
counted individual mentions of claustral 
symbols and in addition the number of 
stories whose major theme could be classi- 
fied as claustral; #.e., as one in which the 
search for a claustral ovject occupies a cen- 
tral role in the plot of the story or in which 
the story itself has to do with birth, rebirth 
or being an orphan. Richard’s TAT pro- 
tocol contains 14 claustral symbols. Two of 
his 11 stories have main themes that are 
claustral. The control patient matching Rich- 
ard has no claustral symbols in his TAT 
protocol and none of the major themes in his 
stories are claustral themes. This comparison 
is typical. Most of the asthma patients had 
many more claustral symbols than did their 
controls. The group as a whole had roughly 
three times as many. Ten out of 16 asthma 
patients had one or more claustral major 
themes but only 3 of the 15 control patients 
did. The relatively unstructured TAT seems 
to tap claustral fantasies more consistently 
than do the more structured tests. 

In addition to creating claustral fantasies 
there are other ways in which a person can 
exhibit the existence of strong regressive 
dependent wishes. Our particular battery 
of tests provides no measure of overt be- 
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havior. We felt we could approach the prob- 
lem indirectly, however, by studying the 
effects of dependency needs on fantasies re- 
lating to achievement. If the hypothesis 
were correct, asthmatic patients would tend 
to tell stories in which activity is undertaken 
in order to effect a reunion with someone 
or to please someone. Achievement needs 
would be subsidiary to dependent needs. 
Control patients would have a higher pro- 
portion of stories in which the goal of 
achievement is something not involving de- 
pendency, such as self satisfaction or power. 
Accordingly we devised a ratio in which the 
contrast is between what we call “dependent 
activity” and “constructive activity.” We 
feel that this ratio taps claustral regressive 
wishes as differentiated, for example, from 
oral dependency wishes. The scoring is 
straight forward. 

Richard had 15 achievement episodes in 
his TAT protocol—a much higher number 
than any other patient. His control had only 
5. But these absolute numbers are unim- 
portant. When we examine the ratio of 
dependent: constructive activity for these 
two boys we find that it is 3:2 for Richard 
and o: 5 for his control. 

The ratio between “dependent activity” 
and “constructive activity” is roughly 2:1 
for all of the asthmatics and 1:9 for all of 
the control patients. Achievement episodes 
which are scored as “dependent activity” 
rarely involve attaining oral gratification. 

This brief account of some of the meas- 
uring instruments we used to test one of 
our 12 hypotheses and of the results ob- 
tained with our sample gives you some idea 
of the way in which we handled the psycho- 
logical data. It also clarifies the reason for 
our being able to present results in a mean- 
ingful fashion only after describing the scor- 
ing categories. We devised a number of 
ratios and objective measures which we re- 
gard as powerful tools of data analysis. 

Alexander has observed that it is the fear 
of separation from mother and not actual 
separation which bothers asthmatic patients. 
There is also a fear of being too close to 
mother, so separation can act to reduce 
anxiety. One measuring device pertinent to 
hypothesis VI, which states that asthmatic 
children perceive the realization of their 


wish to be close to mother as dangerous, is 
the illness-home: illness-away ratio. More 
of our asthmatic patients describe the hero 
in the projective stories as ill when he is at 
home or as improving when away from 
home. The ratio is roughly 10:1. More of 
the control patients, on the other hand, de- 
scribe the hero as ill when away from home 
and well when at home. For them, the ratio 
is roughly 5:8. Richard describes the hero 
as ill in three of his TAT stories. Each time 
the illness occurs while the hero is at home 
and twice there is improvement when the 
hero visits a friend. Richard’s ratio is 3:0. 
That of his control is 3:2. Twice in the 
latter’s stories it is clear that improvement 
occurs at home. The other three stories, 
being ambiguous as to the locale, we have 
scored conservatively as “illness at home.” 

Another factor which could operate to 
reduce anxiety during the patients’ hospitali- 
zation and therefore bring about an improve- 
ment in their asthma is the use of effective 
defense mechanisms. One such mechanism 
is suggested in the observation that patients 
with asthma have a special capacity to elabo- 
rate and derive satisfaction from reunion 
fantasies when separated from the loved 
one. We stated this in hypothesis form, 
and devised a ratio to permit testing it. This 
measuring tool can be applied only when 
there is a contrast in the projective material 
between a pleasant fantasy and the reality 
which follows upon it. Our findings are 
positive. The asthma patients expressed dis- 
appointment with reality in 22 out of 28 
contrasts ; whereas, the control patients did 
so in only 5 out of 30 contrasts. They were 
more apt to consider reality to be as good 
as or better than the fantasy. 

To sum up these findings and present 
them within a clinical context we present 
the following case. 


Case Illustration—Richard, a 94 year old boy, 
was admitted to the Massachusetts General Hos- 
pital because of persistent asthma of one month’s 
duration. He was small for his age, weighed only 
43 pounds and looked chronically ill. There were 
moderate emphysematous changes in his chest, with 
coarse wheezes throughout both lung fields. Within 
12 hours, he improved markedly without specific 
therapy other than an aminophylline suppository. 
Although he was sensitive to house dust, when 
house dust was sprayed into his room, he showed 
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no respiratory change. Within a week after dis- 
charge his asthma returned. 


Figure II: The pertinent medical and so- 
cial history of Richard is outlined on this 
life chart. Reading from left to right there 
is the chronology in years, starting with 
March, 1946, Richard’s birthday. Next is 
his age, then pertinent medical history, 


period of eczema, onset and course of 
asthma, and pertinent social history. 


Richard is the oldest of 3 children. He was a 
full term normal delivery with a birth weight of 
7 Ibs. 3 oz. Because of her feeling of disgust re- 
garding nursing, mother placed patient on the 
bottle in spite of the fact that she had plenty of 
milk. The initial struggle between mother and 
child over feeding was reinforced at 6 months 
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when Richard developed eczema. Many shifts in 
formula led mother to feel he was starving to 
death. Mother gave him the bottle whenever he 
wanted it until he was 3, saying that he was a 
chronic poor eater. Eczema cleared at 2 years. 

At 5 years, patient developed asthma one month 
after a T&A and during his first year at school. 
Mother was also pregnant at the time with patient’s 
brother. In spite of the fact that brother de- 
veloped asthma at 7 months and has had periodic 
attacks, mother has never expressed anxiety about 
his asthma. Richard’s asthmatic attacks have con- 
tinued at the rate of once or twice a month, with 
attacks more frequent around the time of the open- 
ing of school and in the winter. 

In December, 1954, Richard was first seen at 
the Massachusetts General Hospital Out Patient 
Clinics where he was found to be sensitive to rag- 
weed and house dust. In May of 1955, mother be- 
came pregnant again and in August Richard com- 
menced wheezing continuously and was admitted 
to the Massachusetts General Hospital on Septem- 
ber 16 for one week. 


Figure III: This shows the family con- 
stellation with some pertinent information 
on the background of father and mother. 


Richard’s mother was the third of 5 girls. Dur- 
ing her childhood and adolescence she felt that she 
was never able to communicate any of her needs to 
her mother. Her father, of whom she was fond, 
was quiet and frequently absent on his fishing 
schooner. She experienced loneliness and isolation 


which was in part mitigated by her relationship to 
her oldest sister. Following the birth of her young- 
est sister, who was 9 years younger, she developed 
the fantasy that her mother feared and hated her 
pregnancies. Currently she felt that her mother 
hated her daughters to become pregnant. Her fan- 
tasies about pregnancy developed out of witnessing 
her mother’s severe bleeding during the pregnancy 
with her youngest sister. Her mother and sister 
were not expected to live. Her ideas of bleeding 
and fear of either pain or death in connection with 
pregnancies were strongly reinforced by a T&A at 
the age of 9. Into this experience which occurred 
at the time of her mother’s pregnancy she wove 
her ideas of danger and death into fantasies about 
dangers of pregnancy. 

Because she devaluated her husband, she did not 
find love and companionship in her marriage. Her 
husband had great early deprivation with loss of 
his father at the age of 11. At 14, he helped sup- 
port his mother and only sister. At 17, he entered 
the Coast Guard and at 18 he married mother 
within two months after his mother had re-married. 

In each pregnancy, mother wished for a daugh- 
ter. At patient’s birth, she was disappointed and 
later when he developed eczema considered him 
ugly. On the other hand, she stated he made up her 
entire world and she his. Consequently neither, “she 
nor he had any need for father.” 

In the current situation this close bond con- 
tinues—“Richard knows what I want, what I feel, 
and what I need.” He helps with the housework 
and worries about her health. 
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At the time of patient’s admission to the hospi- 
tal, mother was 4 months pregnant. Mother’s de- 
livery of patient had been uneventful. Her second 
delivery, however, had been a precipitant one in 
her obstetrician’s office. This experience blended 
with her previous fears of dangers of pregnancy 
had colored her attitude towards her third preg- 
nancy. When threatened with a miscarriage, one 
month before Richard’s admission, mother denied 
her own anxiety and became increasingly con- 
cerned about patient’s asthma. Patient actually had 
had a good spring and summer and only com- 
menced to wheeze at the time of mother’s bleed- 
ing. Mother’s anxiety about patient choking to 
death or possibly dying came to a climax the 
night of patient’s admission to the hospital. At 
3 A.M. that night she forced her pediatrician to 
hospitalize patient. 

During Richard’s hospitalization, mother stated 
that she experienced great relief as she felt the 
emergency had been taken care of. The doctors 
and nurses would see that nothing happened to 
patient. She appeared free of anxiety and free of 
any ambivalence towards Richard. She was sym- 
pathetic to all his needs and spent every afternoon 
with him. It was as if each hospital visit was a 
reunion with patient who appeared to respond with 
a similar feeling of being united with a giving 
mother. She spoke of her relief in knowing that 
he would be able to obtain whatever he wanted 
to eat in the hospital. In speaking of food, mother 
stated she herself was eating better and would gain 
her usual 43 pounds. (Mother’s gain in weight dur- 
ing pregnancy is equivalent to patient’s current 
weight.) She also spoke of not having to become 
impatient with his physical appearance. Without 
any apparent insight, mother described patient as 
“looking like an old woman who walked as if he 
were carrying a heavy load, who breathed with 
difficulty and only wanted rest.” During this latter 
description mother’s own breathing was labored. 

Immediately after patient’s return home mother’s 
anxiety was manifested again and she complained 
of the hospital’s failure to cure him. She spoke 
in detail about the recurrence of all his symptoms. 
Her anxiety mounted and the patient responded 
with wheezing. Her anxiety diminished only when 
the social worker dealt with her anxiety about 
pregnancy directly. 

In talks with the psychiatrist, Richard reflected 
his concerns about his feelings toward his father 
and mother. While in the hospital, he predomi- 
nantly was concerned about his father. He ideal- 
ized him and wanted to be like him. He told 
stories, real or fancied, of his father’s heroism 
while in the Coast Guard, of how his father had 
saved his ship on several occasions. He told of 
his father’s early life and of the struggle father 
had had financially, almost in Horatio Alger terms. 
Richard was quite sad and wistful in his longing 
for a closer relationship to his father whom he 
admired very much. There were no regressive 
wishes or fantasies expressed. 

After he left the hospital, his asthma promptly 
returned and his concerns abruptly shifted to mat- 


ters dealing with his mother’s pregnancy. He was 
very anxious and curious about sexual matters, ex- 
pressing this in a symbolic manner. For example, 
he wondered why he had trouble learning to multi- 
ply in school. The therapist wondered what con- 
fused him about multiplying. He became anxious 
and didn’t want to talk about this. After a silence, 
he said there were some words at school he had 
trouble with—words like fungus. He thought it 
was like the plant, mistletoe, which grows on trees 
and lives off the sap of the tree. Should there be 
too much mistletoe it would take all the food of 
the tree and the tree would die. Here we think he 
expresses directly his concern and anxiety over 
his mother’s pregnancy, but more important, this 
expresses Richard’s regressive wish for closeness 
to his mother. 

Following this, Richard told a story of a scientist 
who changed a lion into a person, but the scientist 
died before he could complete the job. The only 
traces left of the lion are the long hair, long nails, 
hair on the arms, and protruding teeth. He tells 
how this half animal—half human was probably 
really half woman because lions are supposed to 
have such a rough tongue, like sandpaper, that 
should they lick your skin it would peal right off. 
They demolish meat by licking it—‘Peal the skin 
right off.” 


In this fantasy, we feel Richard distorts 
the image of mother for a specific purpose. 
He first expresses regressive wishes for close- 
ness to the mother through the fungus-mis- 
tletoe fantasy. This wish is felt as danger- 
ous to the ego. He then distorts his feeling 
perception of the maternal object in order 
to serve the defensive purpose of maintain- 
ing his equilibrium and counteracting the 
regressive wish. 

We see in this case a mother with over- 
whelming anxiety. Her pregnancy mobi- 
lized latent conflicts from her early child- 
hood. She denied her own anxiety by dis- 
placing fears for her own safety onto the 
patient. Richard expressed his feelings to- 
ward mother through the mistletoe and 
lioness fantasies. Hospitalization places both 
the patient and mother in a situation where 
reality rather than fantasy is dominant. As 
Alexander has said, the threat of separation 
is more difficult for asthmatics than is 
actual separation itself. Actual separation 
reduces fantasy and substitutes reality. 

To summarize the points we wish to em- 
phasize in this case: 

1. There is a too close ambivalent tie be- 
tween the mother and child. Mother and pa- 
tient’s needs were so closely bound together, 
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it was not always possible to distinguish be- 
tween them. 

2. The mother showed an_ unresolved 
over-dependence on her own mother and un- 
resolved conflicts in relation to her mother’s 
pregnancy with her sister. 

3. Current and overwhelming anxiety was 
aroused in the mother by her pregnancy. 

4. She displaced her anxiety onto the pa- 
tient’s illness and tried to deal with this 
anxiety by hospitalizing patient. 

5. She utilized the child’s illness to rein- 
force her own defensive manoeuvres. 

6. The patient expressed his regressive 
wishes towards his mother through the sym- 
bol of the fungus-mistletoe. 

7. This regressive wish was perceived as 
dangerous and was defended against by the 
fantasy formation of the lioness. 

8. Severity of patient’s asthma seemed 
related to mother’s pregnancy and anxieties. 


SUMMARY AND DISCUSSION 


1. Eighteen children, hospitalized for 
asthma, when exposed to their own house 
dust showed no demonstrable change in their 
respiration irrespective of their skin sensi- 
tivities to house dust. 

2. Our clinical studies describe a need 
for closeness in the asthmatic child which 
is expressed here as a regressive wish. This 
regressive wish is felt by the child’s ego as 
obstructive to further growth and develop- 
ment, and therefore as dangerous. This psy- 
chological conflict allows for an explanation 
of why hospitalizations lead to improvement 
of asthmatic symptoms. 

3. We have described a methodology for 
validating clinical impressions. Our results 
are reported as trends which hold true only 
for this asthma group vs. this control group. 
We think that the analysis of our psycho- 
logical test data shows that it is possible— 
though difficult—to devise objective ways of 
measuring dynamically meaningful hy- 


potheses. We also feel there is good reason 
to believe that our particular choice of hy- 
potheses has been fruitful in the study of 
asthma in children. 

4. In a clinical study of the mothers of 
asthmatic children, we found evidence of 
the mother’s wish to maintain the child in 


an infantile dependent state. Further, that 
this way of dealing with the asthmatic child 
stemmed from mother’s own early unre- 
solved conflicts. 
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DISCUSSION 


AsraM Brau, M. D. (New York, N. Y.).—I am 
impressed with this preliminary report of a basic 
piece of research in child psychiatry and psycho- 
somatic medicine. The authors more or less accept 
that the organism is a holistic biological unit, that 
the dichotomy of physiology and psychology is an 
artificial abstraction, that both and more must be 
considered in psychosomatic research. Furthermore, 
they examine the psychosomatic principle of asthma 
of French and Alexander concerning the regressive 
drives to a symbiotic relationship with the mother. 
Following Saul and Lyons, asthma is also con- 
nected with psychobiological conflictual drives and 
counter-drives regarding the “memory” of the or- 
ganism for the intrauterine phase, when the respira- 
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tory and integumental systems function in the 
medium of amniotic fluid. 

The authors are to be commended for also ex- 
amining physiological factors. They found that 
house dust was not a crucial factor. Pollen sensi- 
tivities should also be tested against the psychologi- 
cal factor and, to my mind, until proven or dis- 
proven, we should not yet commit ourselves one 
way or the other. It is my belief that the pure 
allergic explanation is very rarely adequate as a 
degree of sensitivity to various allergens may be 
found in all persons at various times of life, espe- 
cially in the young. Thus, something more, probably 
the psychological factor, must also be considered in 
these respiratory disorders. 

In the last section, the authors seem to contradict 
themselves. On the one hand, they say that “no 
clearcut personality patterns in the mother 


emerged,” and then go on to show the special sym- 
biotic problems of the mothers. It is inconceivable 
to me that this and other psychosomatic conditions 


in children are not intimately related to the ma- 
ternal character neurosis. In our experience, the 
psychosomatic conditions in children are comple- 
mentary folie a deux conditions. It can be argued, 
as suggested partly in this paper, that the illness in 
the child calls forth certain reactions in the mother. 
Undoubtedly there is a reciprocal process with 
mutual feed-back effects, but the basic etiology must 
be sought in the original maternal neurosis. This 
is important not only in theory, but if true, has 
basic implications for prevention and treatment. In 
psychiatric research of the type of this report, it 
would be well to examine clearcut theses and to 
avoid as much as possible the pitfall of straddling 
the issue on both sides of the question for the sake 
of an appearance of scientific fairness. 

Finally, I know that the authors are aware of the 
limitations inherent to a small series of 18 cases. 
This worthwhile work should be continued and fol- 
lowed by other studies so that enough statistically 
significant data are accumulated. 
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CHARACTERISTICS OF AN ACUTE CONFUSIONAL STATE IN 
COLLEGE STUDENTS * 


HELEN B. CARLSON, M. D.?: 3, 4 


INTRODUCTION 


In this preliminary report, characteristics 
of an acute confusional state in college stu- 
dents will be described, in terms of onset, 
course, and symptoms, as well as etiological 
factors, prognosis and treatment. A psycho- 
dynamic reconstruction of this state will be 
discussed. We would separate this group 
from the psychoses and psychoneuroses for 
the purposes of this study. 

Confusion as defined in a textbook on 
psychiatry is a 
disturbance of consciousness characterized by im- 
pairment of the sensorium by difficulty of grasp, 
bewilderment, perplexity, disorientation, disturbance 
of associative functions and poverty of ideas. The 
face of a confused patient presents a distressed, 
puzzled and at times, surprised expression. It is 
confined largely to the acute stages of certain men- 
tal diseases, especially those associated with toxic, 
infectious or traumatic factors, although it occurs 
also in hysterical and epileptic dream states and 
sometimes under conditions of great emotional 
stress(1). 


Harry Stack Sullivan relates confusion to 
anxiety (2), 


The effect of severe anxiety reminds one in some 
ways of a blow on the head, in that it simply wipes 
out what is immediately proximal to its occurrence. 
If you have a severe blow on the head, you are 
quite apt later to have an incurable, absolute am- 
nesia covering the few moments before your head 
was struck. 


Rosenfeld(3), in a psychoanalytic study 
of confusion in chronic schizophrenia, con- 
cludes that ‘The confusional state is associ- 
ated with extreme anxiety” and “The whole 
self is in danger of being destroyed.” 


1 Read at the 113th annual meeting of The Ameri- 
can Psychiatric Association, Chicago, Ill, May 13- 
17, 1957. 

2 Address: 1215 Elm St., Winnetka, II. 

8In collaboration with Carl Christensen, M.D., 
Richard Cook, M. D., Robert Cutler, M. D., Alfred 
Flarsheim, M. D., Peter Giovacchinni, M. D., Ber- 
nard L. Greene, M. D., William Nolan, M. D., Erich 
Paschkes, M. D., Charles Schlageter, M. D., Harry 
Segenreich, M. D., John Todd, M. D., Julian Path- 
man, Ph. D., and Clara Weimer, Ph. D. 

4 We are indebted to Dr. Harry B. Lee for ma- 
terial on one case. 


The problem of confusion first came to 
my attention about 8 years ago when I was 
called one night to a sorority house at North- 
western University to see a disturbed student. 
The patient was a senior, about to graduate with 
Phi Beta Kappa honors, after which she planned to 
be married. When I saw her a diagnosis of para- 
noid psychosis was made and the patient was re- 
moved by her family to a sanitarium for treatment. 
From her sorority sisters and housemother a his- 
tory was obtained that she had done very well 
scholastically up to 2 weeks prior to this consulta- 
tion. At that time she became confused, unable to 
concentrate, anxious, and agitated, keeping the 
whole house in an uproar night after night. The 
question arose whether this patient could have been 
saved a psychotic break if she had been seen earlier. 


Since that time through a Counsellor Edu- 
cational Program it has been possible to see 
referred students within a few days of the 
development of confusion. Diagnostic inter- 
views have been done on about 100 students 
in a state of acute confusion out of a psy- 
chiatric population of 4,000 students over 
an 8 year period. Most of them, with private 
psychiatric help, have been able to continue 
with their university course. A group of 
psychiatrists interested in the problems of 
the college-age student have formed a re- 
search seminar (under the sponsorship of 
the student health service of Northwestern 
University). For the past 4 years, this 
group, meeting bi-weekly, has studied the 
confusional state in college students of the 
Chicago area. 


METHOD 


Case material from 20 students, 17 of 
whom were from Northwestern and 3 from 
other colleges in the Chicago Area, included 
8 to 353 psychiatric consultations per patient. 
Sixteen of the students were undergraduates 


and 4 were graduate students. In 1 case 
there was a tape recording of 17 hours of 
consultation; in the rest of the cases hour 
by hour notes of the psychiatric interviews 
were taken. 

Detailed presentation of the onset, course, 


symptoms, and treatment of each was made 
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to the Research Seminar, followed by psy- 
chodynamic formulation and reconstruction 
of the significant etiological factors in the 
genesis of the confusional state. Compari- 
son of the influential factors in these cases 
was made. This report expresses the opinion 
of the whole group. The responsibility for 
the discussion and conclusions reached, how- 
ever, is mine. 


RESULTS 


Description of confusional state—Present- 
ing complaints of these confused students 
in addition to the terrifying confusion, in- 
cluded inability to concentrate, anxiety, al- 
ternate rage and depression, a feeling of 
helplessness and aloneness, disruption of 
goal motivation and a feeling of loss of per- 
sonal identity. Examination revealed an atti- 
tude of desperately seeking to overcome the 
confusion, paranoid and depressive trends, 
and a withdrawal from activities, as well as 
agitation, anger or crying. 

In Table 1 there is a tabulation of 7 of 
these symptoms in the 20 cases studied, with 
an evaluation of the severity of each symp- 


tom. Table 2 gives a group evaluation of 
the withdrawal from academic and social 
activity that was present at the time of con- 


fusion, as compared with preconfusion 
activity. 

To describe this confusion constellation 
more clearly, 2 cases referred to the same 
psychiatrist are presented. 


CasE 19.—This 19-year-old single white girl was 
referred to the Student Health Service during her 
first year of college because of complaints of con- 
fusion, inability to concentrate, cutting of classes, 
and depression with suicidal threats. After one in- 
terview she was put in the Infirmary for her pro- 
tection and her family was notified. An interview 
with a psychiatrist in private practice was arranged. 
Patient agreed to psychotherapy and was discharged 
from the Infirmary and allowed to continue in 
classes. She improved a great deal, temporarily, 
but 2 months later she was again brought in to the 
Student Health Service with a reactive depression. 
She was withdrawn from school and went home 
with her father. Her subsequent condition is not 
known to us. 

In the initial interview she appeared dazed and 
talked with symbolic reference to her mother’s 
home as “wanting to see the rolling hills of West 
Virginia,” and her lonesomeness at school as “dis- 
liking a flat landscape.” During the interview she 
spoke of being depressed and wandered over to the 
window as she was talking. 

Interview with the private psychiatrist 5 days 
later, was described as follows: She said she kept 
the appointment because she is afraid of father who 
had accompanied her to the interview and did not 
want to spend spring vacation with him. Her par- 
ents have been divorced since patient was 4 years 


TABLE 1 


SyMPpTOMS ASSOCIATED WITH CONFUSIONAL STATE 


Inability to 


Sex Confusion concentrate Anxiety Agitation Depression Paranoid 


xxxx—Extreme degree of symptoms 

xxx—Marked degree of symptoms 
xx—Moderate degree of symptoms 
x—Slight degree of symptoms 
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TABLE 2 


WItTHpRAWAL FROM Activity Durinc ACUTE 
CONFUSIONAL STATE 
Psychosocial adjust- 


ment during con- 
fusion 
A 


Psychosocial adjust- 
ment before con- 
fusion 
A 


“Academic Social. “Academic Social 


KKK KKK KK A KK KK HK 
KKK KK KKK KKK KKK 


xxxx—Excellent adjustment 

xxx—Good adjustment 
xx—Fair adjustment 
x—Poor adjustment 


old and although she had been in father’s custody, 
she wanted to visit mother during spring vacation. 
Father had demanded that she use her own money 
for next quarter’s school expenses rather than use 
it for the trip to visit mother. 

Patient was neatly dressed in a man’s shirt and 
Bermuda shorts. Throughout the interview she 
paced about the office or sprawled on the chair or 
couch, sat on the floor, looked at the books and 
thoroughly inspected every detail of the office. She 
talked rapidly and coherently but was easily dis- 
tracted. “I don’t want to see my father. Can he 
hear me? Your couch is hard. Those are nice 
bookends. Why doesn’t he leave me alone? I won't 
talk to him. Where does this door lead to? What 
time is it?” She appeared tense, anxious and con- 
stantly on the move. Toward the end of the inter- 
view she had quieted down and was sitting cross- 
legged on the chair. She wanted to know if thera- 
pist was going to talk to her father. She said she 
wouldn’t be caught in .the same room with him. 
She didn’t see how talking about her problems 
would help her, but she agreed to arrange for psy- 
chotherapy twice a week. She ignored her father as 
she left the office. 

Patient described her situation as follows: she 
was struggling with the same problems that she had 
most of her life, i.e., the fact that when she was 4, 
father divorced mother on grounds of adultery and 
took patient and her 14 year younger brother into 
his custody. Mother moved out of the house and 
patient was restrained from seeing her. Father had 


wanted her to be a boy and treated her as one, en- 
couraging her into active sports. He was alter- 
nately seductive toward patient and hostile, cold 
and restricting. Patient and her brother united 
against father. About 3 or 4 years after the divorce 
father married a woman much younger than himself 
who could not cope with the intense relationships 
between father and children. As patient matured she 
began to hope to get out from under father’s domi- 
nation and her projected visit to her mother during 
spring vacation was important to her from this point 
of view. Her father’s frustrating it, patient felt, was 
one of the precipitating events. Another factor as- 
sociated chronologically with the onset was the fact 
that she had, for the first time, developed a close 
relationship with a boy. Apparently this relation- 
ship increased her ambivalent conflict about men. 
Up to this time patient had handled her fears of 
men with a counterphobic attitude, engaging in 
dangerous sports, (skiing and horseback riding with 
her father) and excelling as a leader and a student. 
Her associations indicate that development of an 
attachment to her boyfriend revived the memory 
of her parents’ separation and divorce and under- 
mined her security. These attitudes were expressed 
directly and in the transference relationship with the 
therapist. Patient came to treatment 12 times over 
a 3 month period, canceling and breaking many ap- 
pointments, as a provocative expression of her con- 
flict. Her confusion subsided, the depression lifted 
somewhat and she attended classes more regularly. 
However, an accident to her boyfriend, for which 
she blamed herself, precipitated a reactive depres- 
sion with suicidal impulses to the point where she 
was forced to withdraw from school. 

The dynamic formulation of this case is as fol- 
lows: the urge for independence from a restricting 
father, that came with maturation, intensified the 
conflict with father and increased her insecurity. 
The development of a close relationship with a boy 
with its sexual temptation in an insecure college 
environment, reactivated the childhood trauma with 
fear of catastrophe that had beset her at the age 
of 4 when her parents were divorced. Feminine 
identification with her mother, was associated with 
the expectancy of being unsuccessful in marriage 
and being virtually an outcast as her mother was. 
Death wishes toward her father were probably re- 
activated when her boyfriend was injured. The 
subsequent reactive depression can be understood as 
a transformation of her guilt. Pictures the patient 
painted at the time of her confusion expressed feel- 
ings of isolation and catastrophe. One was a scene 
of a barren throne room. A child was standing be- 
hind an empty throne. The king’s crown had rolled 
onto the floor. Another picture was one of desola- 
tion and isolation. An erupting volcano had laid 
barren the whole landscape. 

CAsE 2.—This 22-year-old girl was a junior at 
Northwestern, having transferred the previous fall 
from a girls’ college. She was referred to the 
Health Service with symptoms of mild confusion, 
inability to concentrate, cutting classes, and depres- 
sion with suicidal preoccupation. When she was 
3 her security was shaken by several terrifying 
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events: 1. she was unprepared for her sister’s 
birth; 2. her mother almost died of an illness for 
which she had been hospitalized; and 3. she had 
heard her parents quarreling and threatening to 
separate because of an affair her mother was hav- 
ing. However, the mother did get well, the parents 
did stay together, and the family life settled down 
to one with some quarreling between parents. The 
family moved several times during patient’s school 
years. Patient developed into a girl who was shy 
at first contact with a new situation, but was able 
to master it eventually, doing excellent work scho- 
lastically and becoming a leader in sports and news- 
paper work and dramatics. When she entered a 
small college 2 years before the present condition, 
she had a period of mild confusion and depression. 
She consulted a psychiatrist at this time, but left 
and went back to school after 5 hours of treatment 
over a 2 week period. She attributed this disturb- 
ance to feeling of being isolated and unwanted in a 
new situation. The more serious depression and 
confusion she had at Northwestern occurred in the 
spring of the year when she had developed a close 
relationship with a boy. 

This patient was treated for 122 hours, being 
seen 2 or 3 times a week. At the end of that time 
there was some resolution of her conflicts. She 
graduated from college and moved to her home 
town where she was further treated. 

The dynamic formulation in this case is similar 
to that of Case 1. Patient's feelings of fear and 
insecurity were handled during her childhood and 
early adolescence by overcompensatory achievements 
of academic success and leadership. However, in 
an insecure college environment when the sexual 
temptation associated with a close relationship with 
a boy developed, it activated early fears of catas- 
trophe, associated with the threat of mother’s death 
and threat of parent’s separation when she was 
three. This reactivation of early fears increased 
her insecurity to the point where the overcompen- 
satory mechanisms failed to bind her anxiety and 
confusion resulted. 


Although in many cases there was a be- 
wildering number of conflicting impulses 
expressed in rapid succession within any 
one interview in this confusional state, in 
some of our treated cases it was possible to 
recognize a sequence of symptoms in this 


kaleidoscopic picture. Three phases have 
been distinguished in the acute confusional 
state: I. rage, 2. confusion, and 3. mastery of 
confusion. Each of these phases had charac- 
teristic conscious behavior and content of 
thought associated with it, as well as charac- 
teristic unconscious or preconscious produc- 
tions such as dreams, daydreams, conscious 
feelings, artistic productions or actions. De- 
scription of these phases is as follows: 

Puase 1.—Rage was the predominant af- 
fect. The patient denied responsibility for 


the feeling ; it was felt to be an uncontrolla- 
ble impulse, a foreign body. Usually the 
fear of acting-out the rage was intense, but 
sometimes there was little fear, only the im- 
pulse. In one case a student interested in 
becoming a minister developed an impulse to 
kill his wife and child. There was intense 
fear that he would not be able to control 
himself. Another student was afraid he 
could not control his impulse to strangle his 
fraternity brother while they were wrestling 
together. In another case, however, where 
a young man had the impulse to run down 
his girl friend with his car there was very 
little restraint in the form of fear. Dreams 
of catastrophe were commonly associated 
with this phase of the confusional state. In 
these dreams the violence came from an ex- 
ternal, often deanimated source, such as tor- 
nadoes, volcanoes, fires, shipwrecks, or 
planewrecks. The affect associated with 
these dreams was excitement, rather than 
fear. 

PHASE 2.—Confusion. This phase was ac- 
companied by a feeling of terrifying isola- 
tion, helplessness, emptiness and worthless- 
ness. Impulsive suicidal thoughts were ex- 
pressed. Patients often felt that it would 
be better to be dead than in this helpless ter- 
rorized state. The feelings of terror and 
isolation were sometimes replaced by a form- 
less feeling of dread and impending doom. 
Dreams included being terrified and alone 
on a desert or in some barren rocky place. 
One patient described his feelings as fol- 
lows: “I felt like the wall was caving in on 
me—everything was pressing in on me. It 
was going round and round. I was so con- 
fused everything swam before my eyes. I 
was going to be squashed. I didn’t know 
where to turn.” 

PuaseE 3.—Problem solving with resolution 
of confusion. In this phase there was a 
building up of defenses. The affect asso- 
ciated with this stage was that either of an 
anxious wish to help mankind (a reaction 
formation against destructive impulses) or 
a feeling of depression. Problem-solving 
dreams were typical for this phase. They 
usually started with the patient being in a 
strange place trying to get home. He felt 
dazed and confused at the unfamiliarity of 
everything around him and made unsuccess- 
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ful attempts to find his way home. There 
was a feeling of hope in these dreams, how- 
ever ; and finally at the end of the dream he 
either found his way home or came to fa- 
miliar territory and he knew which way to 
go. Locomotion was prominent in these 
dreams, usually on foot or in a car. 

The sequence of these 3 phases is seen 
in the material of a 19 year old freshman in 
the school of engineering, who developed a 
confusional state 2 months before entering 
college. Excerpts from a tape recording of 
his case history include 3 successive dreams 
with associations characteristic of the three 
phases : 


RAGE 


Dream 1: “One morning my inother told me that 
the previous night I had grabbed my brother’s arm 
who was asleep next to me. I had thought it was 
a snake. If my Dad and Ma hadn’t stopped me I 
would have broken his arm—trying to kill the 
snake. My brother was screaming and was trying 
to pull away. I guess I must have had a death 


grip on him, because when they did wake me up 
I saw finger marks on him. I was so surprised.” 
The next night patient had the following dream: 


CoNFUSION 


Dream 2: It seemed there was a hole in the wall 
and it just seemed to get bigger and bigger and 
bigger until it got as big as the room. I was ter- 
rified. I work up startled, nervous and shaking.” 

The next night patient had a sleepwalking ex- 
perience where, without knowing it, he walked out 
of the bedroom window. The window screen broke 
his fall and he woke up bruised and shaken on the 
ground below. He was hospitalized for a few days 
by the family physician until he recovered his 
composure. During his recovery he had the fol- 
lowing dream: 


ProBLEM SOLVING WITH RESOLUTION OF CONFUSION 


Dream 3: “I thought I was in a forest, a dense 
forest. The sidewalk with the street lights seemed 
like some place I wanted to head for. It was a 
highway and there was car coming down it and this 
car would take me back home.” 


Psychopathology in the Background.—Re- 
view of the backgrounds of these 20 students 


TABLE 3 


History oF PsyCHopATHOLOGY Prior To ONSET OF CONFUSIONAL STATE 


Psychiatric symptoms 
Depression 
Provocative behavior 
Previous confusion 
Fear of isolation 
Provocative behavior 
Feelings of inferiority 
Rage reaction 
Conversion symptoms 


Character 
neurosis 


Hysterical 


Psychosomatic symptoms 


Migraine headaches 


Acne vulgaris Schizoid 


G.L. distress-underweight Compulsive 
Compulsive 


Anxiety-learning phobia 
Anxiety 

Anxiety 
Anxiety-sleepwalking 
Depression 


Anxiety 
Depression 
Provocative behavior 
Depression 
Provocative behavior 
Depression 
Temper tantrums 
Depression 
Provocative behavior 
Depression 
Provocative behavior 
Depression-rage reaction 
4 episodes of confusion 
in past 5 years 
Fear of cancer 
Anxiety—Depression 


Amenorrhea 
Fainting 


Colitis 


G.I. distress 


Fatigue 


Schizoid 
Schizoid 
Hysterical 
Compulsive 
Hysterical 
Hysterical 
Schizoid 
Compulsive 


Compulsive 
Compulsive 
Compulsive 
Compulsive 


Schizoid 
Compulsive 


Compulsive 
Compulsive 
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revealed that for the most part they came 
from middle class American backgrounds, 
representing all areas of the country. All 
but 2 lived on the college campus. All of 
these students were in the upper half of 
their high school class and on the whole they 
were successful socially in high school. There 
was a diversification of character structure 
as well as previous psychiatric and psycho- 
somatic illnesses as evaluated by us. Four 
students were considered to have an hysteri- 
cal character, 11 a compulsive character and 
5 a schizoid character. Histories revealed 
psychiatric symptoms prior to our examina- 
tion to be: previous confusion in 3 cases, 
provocative behavior in 5 cases, depression 
in 8 cases, anxiety state in 5 cases, aggres- 
sive behavior in 3 cases and one case each 
of sleepwalking, cancer phobia, learning 
phobia, fear of isolation and feelings of in- 
feriority. (Table 3.) Psychosomatic symp- 
toms included 2 cases of gastrointestinal 
distress and one case each of migraine head- 
aches, spastic colitis, acne vulgaris, amen- 
norrhea, underweight, fainting and fatigue. 
None of these students was seriously handi- 


TABLE 4 


TrauMaTic Events or SITUATIONS IN CHILDHOOD IN STUDENTS WITH ACUTE CONFUSIONAL STATE 


Traumatic situations or events 


capped physically. In the early family back- 
ground extreme parental insecurity and 
disharmony were revealed. Before the pa- 
tient was 6 years old there was a divorce in 
2 cases, threat of separation in 4 cases, psy- 
chosis of the mother in 2 cases, and death 
of the father followed by depression of the 
mother in one case. In 4 cases the father 
wanted a boy and got a girl, which led to 
rejection of the girl in the feminine role. 
In 2 cases there was rejection by the mother 
who was busy taking care of ailing grand- 
parents. In 4 cases there was excessive pa- 
ternal pressure on the patient to succeed. In 
2 cases there was early maternal deprivation 
due to economic hardship in an emigrant 
family. (Table 4.) 

Factors Associated with Onset.—The actual 
circumstances of onset and the immediate 
precipitating event were often lost in con- 
fusion, but from the material we have, the 
last straw was usually insignificant in and of 
itself. For example, the confusion may fol- 
low a phone call or letter from home where 
usual parental criticism is expressed, or it 
may occur during an examination or, pos- 


istecshoseeeaen Mother almost died of illness when patient was 4. Mother had affair and parents 
threatened to separate when patient was 4. 

D xcaviasecead .. Father divorced mother for adultery when patient was 5 and took patient and brother 
into his custody. Father wanted patient to be a boy and treated her as one. 

Psychotic grandparents living with family. Maternal neglect of patient due to eco- 


nomic hardship of immigrant parents, 


Suspicious mother—intimidating father. 
© dexswceiechan - Mother had manic-depressive psychosis since before patient's birth. Patient “conceived 
in hate.” Patient raised by erratic relatives and housekeepers. 
: eee ... Mother rejected patient to take care of sick parents and demanding husband. 
eee Economic hardship in immigrant parents. Parental disharmony with threat of 
separation. 
Ci. «skbiia. teen Physician uncle emotionally involved with mother lived in home. Seductive and re- 
jecting toward patient, diagnosed patient as “effeminate” without proper cause. 
SPisk cskdorsain Father attempted to push Mother out of car when Mother pregnant with patient. 
Parents divorced when patient was I. 
Father wanted boy. Parents threatened to separate. 
SP icciasesonsees Father ill, mother insecure. Parental disharmony with threat of separation. 
M6 bicavecveedicd Father unfaithful. Excessive parental pressure on patient to succeed. 
SAS re Father wanted boy. Mother mentally ill, committed suicide when patient was 13. 
.. Parents wished patient to be a boy. Parents threatened separation. 
OF .iichinensevas Father died when patient was 3. Mother depressed. 
OPE ree ee Father passive and silent. Mother dominating and intolerant. Patient “squeezed” 
between two preferred siblings. 
....Father demanding and critical. 
rs Mother mentally ill when patient was 2. Mother seductive toward patient. 
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sibly, during or after an argument with a 
roommate, and so on. (Table 5.) 

The emotional stratum upon which these 
minor events were based, however, is of ex- 
treme importance. The three commonest 
problems of these students were: 1. Inse- 
curity due to a new environment (or threat 
of a new environment). Of the 20 students 
studied, 17 of them had recently come to 
college and the other 3 were anticipating 
career and marriage problems following 
graduation. 2. Difficulty in making a satis- 
factory heterosexual adjustment. All 20 of 
these students were concerned with their 


sexual adjustment in the college life, where, 
who one dates and how much are of great 
status importance. In 13 cases there was a 
feeling of trauma at the sexual level prior 
to the onset of the confusional state. Most 
of these students were overwhelmed by the 
development of their first serious love rela- 
tionship. In only one case did the relation- 
ship proceed to the point of intercourse. 
3. Conflict with parents over choice of career. 
In 9 cases there was a conflict between the 
student and his parents over choice of career. 
Usually a father wanted his son to prepare 
for a career similar to his own, irrespective 


TABLE 5 
Factors ASSOCIATED WITH ONSET oF ACUTE CONFUSIONAL STATE 


T—Transfer student F—Freshman S—Senior GF—ist year Graduate 


Situation and events 

Confronted by heterosexual commitment. 

Confronted by heterosexual commitment coincidental with conflict with demand- 
ing father who kept patient from divorced promiscuous mother. 

Confronted by heterosexual commitment. Living with severely disturbed family. 
Conflict with demanding father, psychotic grandparents, rejecting mother. 
Strong dependence on father figures. Disturbed when exposed to sexual temp- 

tation. 

Father used patient as vehicle for own ambitious demands by demanding that 
he become physician, contrary to patient’s inclination or capability, dis- 
turbed mother. 

Being sent away to college understood by patient and psychotic parents as a 
final and total parental rejection. 

Patient’s winning scholarship to college represented a threat to father’s role 
as head of household and led to separation of parents. 

Married (and accidentally became pregnant) to spite father for not allowing 
her to marry boy she loved. Father controlled patient by threat of coronary 
if displeased. 

Accepted to medical school. Mother died 2 yrs. previously. Sexual temptation 
toward provocative stepmother made patient feel unworthy to become 
physician. 

Slept with mother until left for college. In competition for mother with uncle 
(physician), seductive toward mother. Worried about career, rejected by 
girlfriend. 

Heterosexual temptation and rejection by stepfather and psychotic mother. 

Confronted by heterosexual commitment. Death of favorite aunt with whom 
patient was in competition for father’s affection. 

Delinquent behavior in high school. Anxiety re career and marriage. 

Parental pressure for social success. Disturbed when discovered father had 
a mistress. 

Depreciated by father who had wanted a boy. Mother committed suicide when 
patient was 13, anxiety following intercourse with boy she planned to marry. 

Car accident two yrs. previously in which boyfriend died. In conflict with father 
who objected to marriage choice. 

Father died when patient was 3. Mother used suicide threat to push patient to 
succeed academically. 

External pressure due to wife, infant, full time job and school work. Conflict 
between responsibility toward family and ambition to become minister. 

Father demanded academic success. Sexual temptation of dormitory life pre- 
occupied patient and kept him from studying. 

Threat of mother’s death from Carcinoma of breast. External difficulties in 
getting married. Fear of cancer from rectal fissure. 
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of whether or not the student had the capa- 
bility or inclination to do so. 

Actual traumatic events were of relatively 
minor importance. In no case was the con- 
fusion directly related to illness or accident. 

Outright rejection of the patient by the 
parents was of importance as a precipitating 
event in only 2 cases. In both cases the 
mother was psychotic and the father joined 
forces with her against the girl. In both of 
these cases the patient felt that she was not 
wanted at home and going away to college 
meant banishment from the home. 


TREATMENT 


These acutely confused students were con- 
sidered to be psychiatric emergencies. They 
were seen by a psychiatrist immediately after 
the confusional state was recognized. All 
20 students lost their acute confusional 
symptoms and 18 of them were able to con- 
tinue in school and make a psychoneurotic 


No. of hrs 

Case of Rx. Type of Rx. 
ee 122 Brief Psychotherapy 
12 Brief Psychotherapy 
RE 353 Brief Psychotherapy 

Intensive 
25 Brief Psychotherapy 
22 Brief Psychotherapy 
er 262 Brief Psychotherapy 
17 Brief Psychotherapy 
are 256 Brief Psychotherapy 

Intensive 
25 Brief Psychotherapy 
250 Brief Psychotherapy 

Intensive 
12 Brief Psychotherapy 
ee 44 Brief Psychotherapy 
eee 72 Brief Psychotherapy 
ee 8 Brief Psychotherapy 
104 Brief Psychotherapy 
40 Brief Psychotherapy 
22 Brief Psychotherapy 
_ See 30 Brief Psychotherapy 
ee 2 Brief Psychotherapy 
105 Brief Psychotherapy 


xxxx—Excellent adjustment 
xxx—Good adjustment 
xx—Fair adjustment 

x—Poor adjustment 


TABLE 6 


TREATMENT 


adjustment. (Table 6.) The follow-up 
period is too short as yet to determine 
whether these favorable results will be sus- 
tained. Of the 2 who did not adjust, one 
patient developed a reactive depression fol- 
lowing a serious accident to her boyfriend 
and she withdrew from school; another pa- 
tient continued with her schizoid adjustment 
following resolution of the confusion. She 
attempted to fail at her school work to spite 
her parents and was advised to withdraw 
from school. 


DISCUSSION 


Our findings substantiate the conclusions 
of Rosenfeld(3) that confusion results from 
an overwhelming of the ego with destruc- 
tive impulses. We would explain the confu- 
sion as follows: these patients reacted with 
rage to an insecure situation with a com- 
bination of internal and external conflicts, 
so that they felt trapped in a state of anxiety 


Adjustment at 


end of Rx. Follow-up on treatment 
A. — 

“School Social “Months after Rx. Outcome 

XxXxX 6 Further Rx. 

x x 4 Further Rx. 

XXXX XXXX 12 Improvement 
sustained 

xx xx 24 Improvement 
sustained 

x x Further Rx. 

x x 36 Further Rx. 

xx xx 

XXXX XXxXxX 36 Improvement 
sustained 

Xxx xxx I Further Rx. 

XXxX xxxX 24 Improvement 
sustained 

xxx Xxx 3 Further Rx. 

xxx XXX 

Xxx xxx 

Xxx xxx 216 Further Rx. 

xxx xxx 24 Improvement 
sustained 

Xxx xxx 12 Improvement 
sustained 

x x I Further Rx. 

xxx xx 

xxx xx 24 Improvement 
sustained 

XXX I Further Rx. 
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CHARACTERISTICS OF AN ACUTE CONFUSIONAL STATE IN STUDENTS 


[April 


whether they made attempts to change their 
situation or retreat from it. The rage to- 
ward others was transformed into a feeling 
of being unloved which was associated with 
a feeling of being alone and isolated, ac- 
cording to the formula, “Because I do not 
love, I am not loved; therefore, I am worth- 
less.” The symptom of confusion appeared 
to be a preconscious cognition of ineffective- 
ness (or loss) of defenses. 

Secondarily, confusion may be used as a 
defense against the rage during the period of 
reintegration until functioning defenses have 
been restored. 

Although the acute confusional state de- 
scribed here has some features in common 
with other nosological entities, it is not iden- 
tical with any other condition we have found 
described in the literature. 

The confusional state is similar to the 
acute schizophrenic reaction in the sudden- 
ness of onset and in the withdrawal from 
activities. However, it differs from schizo- 
phrenia in the following ways: 1. It occurs 
in relatively healthy individuals, 2. It is a 
transient, reversible condition rather than a 
chronic irreversible one. 3. The regression 
that takes place is not accompanied by ego 
fragmentation such as that seen in schizo- 
phrenia ; for example, there are no delusions, 
hallucinations, or depersonalization. 4. The 
transference reaction is one of desperately 
seeking help, appropriate to a stress situation, 
rather than the remoteness of schizophrenia. 
5. There is no disassociation of affect, as 
found in schizophrenia. This condition is 
similar to what Sullivan(2) has briefly de- 
scribed as “failure of disassociation,” by 
which he means a failure to develop para- 
noid or depressive defenses. He says failure 
of disassociation is accompanied by “dread 
and horror when a person is led to reveal 
his weakness.” “These feelings are the near- 
est anybody comes to the reality of the disas- 
sociated components of his personality unless 
he plunges into the waking bad dream of 
schizophrenia.” 

On the other hand, this condition has some 
features in common with that of depression 
as described by Edward Biebring(4). He 
finds a withdrawal from activity, and a feel- 
ing of worthlessness and helplessness in de- 
pression which he considers due to an ex- 


haustion of ego defenses. The confusional 
state, however, includes more than this, i.e. 
paranoid trends, inability to concentrate and 
confusion. 

We consider the acute confusional state 
to be an emergency anxiety reaction to a 
combination of stressful conditions, where 
environmental insecurity is associated with 
internal conflicts of both shame and guilt in 
young adults of reasonably strong ego, who 
have suffered severe infantile trauma. 

The mechanism of regression to the con- 
fusional state has not been defined as yet, 
but one possible explanation is the follow- 
ing: the patient, becoming enmeshed in a 
shame-guilt spiral (as described by both 
Alexander and Piers), is catapulted back 
to an early, poorly-differentiated stage of ego 
development, where defenses are weak and 
free-floating anxiety is great. 

Our favorable results can be attributed to 
the fact that this condition is transient, and 
that it is reversible. Factors influencing this 
good prognosis are : 1. The ego is fairly 
strong in these relatively well-adjusted stu- 
dents. 2. There is an ego resiliency associ- 
ated with youth. 3. The relatively irre- 
versible commitments of adulthood with 
reference to choice of career and object re- 
lation have not yet been made. The opportu- 
nity for improvement in the life situation is 
greater than it is in adults. The good prog- 
nosis in these students is in accord with a 
number of reports in the literature on ado- 
lescence, such as Aichhorn(7) in the field 
of delinquency, Grinker(8) in army stress 
situations, and Farnsworth(g), Wedge(10), 
and Darling(11) in the field of college men- 
tal health. 

Our findings are in general agreement 
with the thesis of Erickson(12) who speaks 
of “identity diffusion” in describing the 
problems of adolescence. He considers this 
condition to be emergency reactions in the 
maturational process rather than actual psy- 
chopathological reactions. However, we have 
seen this acute confusional state in older 
adults, so that we would not consider this 
state to be exclusively an adolescent problem. 

To what extent the theory of Selye(13), 
that stress, internal as well as external, is 
important in the psychopathology of this 
confusional state remains to be seen. 
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CONCLUSION 


An acute confusional state has been de- 
scribed, occurring in young adults in colleges 
in the Chicago Area with specific character- 
istics as to genesis, presenting complaints, 
onset, course, and treatment. Psychodynamic 
reconstruction is as follows: 

In childhood these patients were bound 
in an extraordinarily strong dependent re- 
lationship to their parents through guilt and 
fear, engendered by parental instability ana 
disharmony. With subsequent dependent 
gratification and support these patients were 
able to achieve a conforming type of adjust- 
ment and gain success in academic and social 
achievements. However, in young adulthood 
when they attempted to find their own iden- 
tity, through choice of heterosexual partner 
and choice of career, in the college environ- 
ment, devoid of dependent gratification, their 
previous adjustment was inadequate to meet 
their needs. Sexual temptation or commit- 
ment led to guilt, which led to retreat. Re- 
treat, in turn, led to shame and ridicule from 
the peer group. To avoid the shame, another 
attempt at conforming sexual behavior is 
attempted, and once more guilt, retreat and 
shame. In this way, either thrusts toward 
accomplishment or retreat from it are asso- 
ciated with anxiety. Under these circum- 
stances, if the dependent gratification from 
parents is cut off due to their criticism or 
disapproval, the patient regresses to an early 
childhood fixation point, associated with pri- 
mary anxiety, rage, and confusion, where 
he feels isolated, worthless, mistrustful and 
depressed. Recovery from the confusion oc- 
curs when the patient, who desperately seeks 
help, finds someone to lean upon. If inade- 
quate help to meet his needs is found, intro- 
jection or projection of rage may result. 

Further study to delineate this confusional 


state would include: 1. Psychological tests 
for independent verification of our results, 
2. biochemical tests to compare the chemical 
changes in this condition with that found 
in anxiety states associated with other condi- 
tions, 3. further understanding of treatment 
and preventive measures, 4. sociological 
study of the college community to elucidate 
factors related to the development of se- 
curity in young adults in college, 5. study 
of the background (family as well as the 
community) from whence these patients 
came and 6. control studies on college stud- 
dents without confusion. 
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AN EVALUATION OF FUNCTIONAL PSYCHOSES IN OLD AGE* 
W. S. WILLIAMS, M.D., ano E. GARTLY JACO, Pu. D.? 


For many years almost all psychoses ap- 
pearing initially after the age of 60 have been 
regarded as the outward behavioral mani- 
festation of cellular pathological change. A 
recent statistical study indicated that some 
85% of psychoses occurring after the age 
of 60 were diagnosed as senile dementia or 
cerebral arteriosclerosis, and only 7% were 
considered to be functional in origin(13). 
Closer examination of these statistical stud- 
ies, however, suggests that the incidence of 
these so-called organic psychoses is inti- 
mately related to certain social factors, such 
as occupation, marital status, etc. This seems 
to indicate that there may have been reluc- 
tance on the part of psychiatrists to make a 
diagnosis other than cerebral arteriosclerosis 
with psychosis, or senile dementia with psy- 
chosis, in patients over the age of 60. Al- 
though certain changes in intellectual ca- 
pacity have been demonstrated to occur with 
aging, and would have to be considered in 
evaluation(10), it would seem to be doubtful 
that they could be established as playing a 
primary etiological role in all of these cases. 
The significance of these illnesses as a major 
public health problem was recognized(11), 
but research in this area was largely confined 
to investigation of anatomical and physi- 
ological pathology and palliative therapy 
(3, 12). 

For some time reports have appeared 
which raised serious questions as to the va- 
lidity of the established concept of etiology 
in these cases. Neuropathological studies of 
the brains of individuals who had shown 
marked behavioral aberrations during the 
later years of life, and the brains of others 
who had not shown behavioral disturbance, 
indicated no correlation between anatomical 
pathology and behavioral pathology(17). 
There were reports of the successful treat- 
ment of so-called senile psychotics by electro- 


1 Read at the 113th annual meeting of The Ameri- 
can Psychiatric Association, Chicago, Ill., May 13- 
19, 1957. 

2 The Department of Neurology and Psychiatry, 
University of Texas Medical Branch Hospitals, 
Galveston, Texas. 
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convulsive therapy(7), which at least sug- 
gested that there was a large functional 
element in many of these psychotic reactions, 
and that the same type of causal factors 
might be operating as in the psychoses oc- 
curring in the earlier years of life. These 
developments have now reached such a point 
that in some circles it is considered to be well 
established that the demonstrable anatomical 
pathology is not responsible for the psychoses 
occurring in later life(20). 

Clinical experience at the University of 
Texas Medical Branch Hospitals seemed to 
indicate that there was a high incidence of 
functional psychoses occurring after the age 
of 60, and this contrast with the usual re- 
ported experience was so definite that a de- 
tailed review of the incidence of various di- 
agnoses was undertaken. Ina 5 year period, 
covering the calendar years 1950 through 
1954, a total of 1,134 patients over the age 
of 60 was admitted, of whom a psychiatric 
diagnosis was made. Approximately 72%. 
of the diagnoses were psychotic reactions of 
one type or another, and when these were 
examined as a group, we found that 70% 
were functional and only 27% were cerebral 
arteriosclerosis with psychosis or senile de- 
mentia with psychosis. The functional diag- 
noses were predominantly syndromes in 
which the symptom of depressed mood is 
characteristic. This furnished striking con- 
firmation of previous suggestions that de- 
pressive illness is characteristic of this age 
period(15), and that transitory depressed 
periods are common(3). This contrasted 
sharply with the previously mentioned inci- 
dence report(13), in that illness character- 
ized by depressed mood was reported as only 
slightly more frequently than other func- 
tional psychoses. Within an institution of 
this type, however, there were many factors 
which could operate to cause a bias in these 
findings. We were, therefore, somewhat 
hesitant to accept this evidence as com- 
pletely valid, and felt that further investiga- 
tion of a wider area might eliminate some 
of the factors which cause bias. 

We compared our hospital incidence with 
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a recent survey conducted by one of the au- 
thors(g), of the incidence in the entire state 
of Texas, during a 2 year period, of patients 
who were diagnosed as psychotic for the 
first time in their lives. This information was 
gathered from all psychiatric hospitals and 
services in the state, including both public 
and private, and from the office files of psy- 
chiatrists in private practice. These data 
when closely analyzed gave further evidence 
that there is a higher incidence of functional 
psychosis over the age of 60 than is generally 
thought. Of a total of 2,248 cases, aged 60 
and over, 27% had a diagnosis of functional 
psychotic reaction, 62% a diagnosis of cere- 
bral arteriosclerosis or senile dementia with 
psychosis, and 11% other organic psychosis, 
irrespective of the source of psychiatric diag- 
nosis and treatment. When these were 
broken down to those diagnosed in a public 
mental hospital (state, city, county or vet- 
erans administration) and those diagnosed in 
teaching hospitals or private hospitals, a sig- 
nificant change occurred. The public mental 
hospital cases showed an incidence of 11% 
functional psychoses, 78% cerebral arterio- 
sclerosis or senile dementia with psychosis, 
and 11% other organic psychoses. These 
figures agree fairly well with the previously 
mentioned incidence study. The incidence 
from teaching or private hospitals, however, 
showed a marked shift toward the functional 
disorders, with an incidence of 51% func- 
tional psychoses, 37% cerebral arterioscle- 
rosis or senile dementia with psychosis, and 
12% other organic psychoses. 

We felt that these findings suggested that 
either a differential diagnostic bias was oper- 
ating in the two different types of hospital, 
or that a significant difference existed be- 
tween the kinds of psychotic patients in pub- 
lic mental hospitals, and those hospitalized 
in other institutions. This evidence seemed 
to us to be sufficient to indicate that there 
was a much higher incidence of functional 
psychosis in old age than previously reported, 
and that an investigation into the other causal 
factors was needed, as we suggested in a 
previous paper(22). 

There have been indications in other 
studies that social factors were of signifi- 
cance(13), although these seemed to have 
been lost or ignored, principally due to the 


belief that most psychoses were of an or- 
ganic nature(14). In Malzberg’s statistics 
from New York State there were indications 
that other than organic factors were operat- 
ing in the cases in which an organic diag- 
nosis was made: for instance, a person aged 
60, whose spouse was still living was only 
one-third as likely to develop a psychosis as 
one whose spouse had died. A person aged 
60 living on a farm or in a town less than 
2,500 population was only one-half as likely 
to develop a psychosis as was the resident 
of an urban area. In other investigations 
it was found that significant improvement in 
overt behavior in so-called old age psychotics 
could be brought about by increased social 
activities in a mental hospital(1). There 
were sociological examinations of the role 
of the aged in our society which indicated 
that there were sources of difficulty which 
could operate as a causal factor in old age 
psychoses(5). Reduced social interaction or 
social disarticulation was implicated as an 
etiological or contributory factor in mental 
illness in old age(4, 8). There have been 
many theoretical papers and discussions 
which have urged the importance of certain 
psychological factors in mental illness in the 
later years of life, and have encouraged re- 
search from this approach(4, 18, 23). There 
were proposals that investigations of this 
area be organized within the frame of refer- 
ence of age and sex categories in the life 
cycles of the individual(2). It seemed then 
that a detailed analysis of the previously 
mentioned statewide incidence study(g) 
should give confirmatory evidence of the op- 
eration of societal causal factors if they were 
of significance in the etiology of the mental 
illnesses of later life. There are 3 major 
ethnic groups in the state—Anglo-American, 
Spanish-American and Negro, which made 
it possible to compare additional social-cul- 
tural differences. In view of the possibilty 
of diagnostic bias we did not feel that it was 
wise to discard the cases in which a diagnosis 
of cerebral arteriosclerosis or senile de- 
mentia had been made, hence, the following 
analysis is of the total incidence (Table 1). 
We compared the incidence rates for the 3 
ethnic groups by rural versus urban, migrant 
status, marital status, and occupational class. 
We found that for patients becoming psy- 
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TABLE 1 


ANNUAL INCIDENCE Rates or PsycHosEs AGED 
65 AND OLpeR By SEX, Erunicity, Ursan- 
RuraL, AND MIUGRATION-STATUS, PER 
100,000 PoPpULATION, TEXAS, 1951-1952 


Males: (Age 65+) 


Non- 


white Total 


188 
210 
108 
Migrant 129 
Non-migrant ... 128 


$ (Age 65+) 


Anglo Spanish 


Non- 

white Total 
86 141 
99 158 
55 82 

Migrant 67 100 

Non-migrant .. 61 98 


Spanish 


chotic for the first time past the age of 65, 
the total rate for Anglo-Americans was high- 
est, followed by the non-white and the 
Spanish-American last. The rate was higher 
for males than females in all 3 ethnic groups, 
but the rate among Anglo-American females 
was higher than for males in the other 2 


ethnic groups, indicating that the Anglo- 
American group as a whole is much more 
strongly affected by whatever factors are 
operating to cause psychoses in later life. 
The urban rate was higher for the sex- 
ethnic groupings than the rural rate, with 


one interesting exception. The Spanish- 
American female rate was higher in rural 
areas than in urban areas and the rural Span- 
ish American female had a higher rate than 
the rural Spanish-American male. When 
rates were examined by migrant status it 
was found that the non-migrants had a very 
slightly lower rate than the migrants, with 
the exception of non-white males and 
Spanish-American females. In these 2 cate- 
gories the non-migrant rate was appreciably 
higher than the migrant rate. 

When the incidence was examined in terms 
of marital status (Table 2), certain signifi- 
cant differentials were found. The rates 
were generally lower for females than males 
in all categories. For both sexes the high- 
est rates were for the divorced, followed in 
order by the separated, single, widowed, and 
finally married. 


TABLE 2 


ANNUAL ApbjUSTED INCIDENCE RATES OF PSYCHOSES 
AGED 65 AND OLDER By SEX, ETHNICITY, AND 
BY MaritaL Status, Per 100,000 Popu- 
LATION, TEXAS, I95I-1952 
Males: (Age 65+) 
Non- 
Spanish white 
86 339 
29 90 
Divorced ~ 559 
Widowed 219 152 
Separated 39 161 


Females: (Age 65+) 


r 


Anglo 


Non- 
Spanish white Total 


43 355 216 
39 44 127 
Divorced 66 278 309 
Widowed 89 61 121 
Separated 33 282 203 


When the ethnic groups are examined, 
considerably greater variation in the inci- 
dence of psychoses by marital status occurs. 
For the Anglo-Americans the rate for males 
is higher than for females for the single, di- 
vorced, widowed and separated, while the 
rates for the married are nearly identical. 
The Spanish-Americans, however, do not 
follow this same pattern. The rate for Span- 
ish males is higher than for the females for 
the single and widowed, lower for the 
married and divorced, and about the same 
for the separated. The pattern again changes 
for the non-whites, with the non-white male 
exhibiting higher rates than the females for 
the married, divorced and widowed, and 
lower rates for the single and separated. 

When the incidence is examined by occu- 
pational class, certain significant differentials 
are also found (Table 3). For the males, 
the highest incidence rates occur for manual 
workers, followed in order by the profes- 
sional and semi-professionals, agricultural, 
service, clerical and sales, and finally mana- 
gerial, official and proprietary occupations. 
The pattern differs for the females, with the 
professional and semi-professionals show- 
ing the highest rate, followed by the service, 
manual work, clerical and sales, agricultural 
and lastly managerial, official and proprietary 
occupations. The males exhibited a higher 
rate than females in the managerial, official 
and proprietary, agricultural and manual 
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TABLE 3 


ANNUAL ADJUSTED INCIDENCE RATES OF PSYCHOSES 
65 AND By SEx, ETHNICITY, AND 
By OccCUPATIONAL CLAss, PER 100,000 
PoPuULATION, TEXAS, IQ5I-1952 


Males: (Age 65+) 
> 


Non- 
Anglo Spanish white 
Professional and 
semi-profes- 


512 
Managerial, offi- 
cial and pro- 
prietary 
Clerical and 
77 ~ 
Service 53 236 
Agricultural ... 80 218 
Manual work .. 82 288 


Females: (Age 65 +) 


Non- 
Anglo Spanish white 
Professional and 
semi-profes- 
sional 
Managerial, offi- 
cial and pro- 
prietary 95 
Clerical and 
sales 220 
Service 534 
Agricultural ... 128 
Manual work .. 498 381 


work occupations, and lower in the semi- 
professional, professional, clerical and sales 
and service occupations. 

This latter pattern of differences between 
the sexes was followed by the Anglo-Ameri- 
cans. For the Spanish-Americans, the males 
were higher than the females in the profes- 
sional and semi-professional, clerical and 
sales, and agricultural occupations, lower in 
only manual work occupations, and about 
the same for the managerial, official and pro- 
prietary and service occupations. The non- 
white males were higher than the females in 
the professional and semi-professional, agri- 
cultural and manual work occupations, lower 
in the service occupations, and the same for 
managerial, official and proprietary and 
clerical and sales occupations. 


DISCUSSION 


These differentials in incidence rates indi- 
cate that the distribution of psychoses after 
the age of 60 is not random or equal in the 


population as would be expected if the pri- 
mary etiology was anatomical or physio- 
logical. Instead the occurrence of psychoses 
in the later years of life seems to be inti- 
mately related to certain social factors, and 
the significance of these social factors seems 
to vary with cultural sub-groups. It is not 
possible, of course, to draw conclusions re- 
garding etiology from epidemiological data. 
It is safe to say, however, that this epidemi- 
ological study furnishes evidence of the close 
relationship between social factors and men- 
tal illness in later life. For instance, the 
factors of ethnicity, as demonstrated by the 
singular incidence pattern of the Spanish- 
American female, and occupation, as indi- 
cated by the high rate among manual work- 
ers. This suggests that the change in status 
which occurs with aging is significant and 
that aging must be considered as a social 
process as well as a physical process. 

The concept of “social aging” is based 
on the characteristic attitudes in our society 
toward the later years of life. It has been 
demonstrated that relatively well adjusted 
young people as well as young people evi- 
dencing severe maladjustment regard old 
age as the most unfavorable time of life(6, 
21). Unlike some other societies, age is not 
assumed to have accrued wisdom and judg- 
ment to the individual, but is assumed to have 
caused him to be burdened with useless ideas, 
poor judgment, and the inability to con- 
tribute anything significant to his society. It 
is well to keep in mind that the older person 
not only is affected by these attitudes in 
others, but has this same attitude toward 
aging himself. There is a progressive de- 
crease in physical stamina with aging which 
is experienced by the person as easy fatiga- 
bility and a low energy level, and which 
makes it difficult for him to develop and 
maintain motivation(19). At the same time 
he has became more emotionally labile and 
finds it less easy to use defense mechanisms. 
He is not as capable of assimilating new 
learning and integrating new experience for 
later use(10). In addition the acuity of the 
special senses such as vision and hearing 
diminishes, and it is less easy to maintain 
contact and understanding in social situa- 
tions. The individual is aware of these 
changes, and is usually as willing as are 


Total 
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others to regard them as the cause of his 
disturbed emotional state. 

If the neuro-physiological aging process 
is regarded as a predisposing rather than as 
a precipitating factor in mental illness in 
later life, perhaps a more satisfactory ex- 
planation of these disorders can be achieved. 
If physical aging is regarded as increasing 
the individual’s susceptibility then an investi- 
gation of thc socio-environmental stress- 
processes in the terminal segment of the life 
cycle may contribute to a greater under- 
standing of the so-called “old age psychoses.” 

Contemporary industrial-urban society has 
devalued the position of its elderly members. 
The family system has little or no place for 
them, reducing their sphere of significance 
to the two generations of parents and off- 
spring. The economic institution seeks to 
eliminate its older workers through retire- 
ment at increasingly younger ages, reward- 
ing its younger and more productive, com- 
petitive members. Consequently, the twilight 
phase of the human life-cycle is a period of 
stress, a socially induced situation for our 
elderly. This circumstance may be labeled 
as “forced dependency,” wherein people who 
have been active and managed to survive to 
old age are now no longer allowed to be inde- 
pendent and productive. 

If one views the social situation as a basis 
for recognizing personal identity, then an 
identity that is developed and sustained for 
the typical “three-score and ten” years may 
not prove satisfactory in adapting to the liv- 
ing conditions of old age. A high degree of 
autonomy and independence developed by 
providing a livelihood for self and possibly 
others, and a relatively fixed self-concept or 
identity hardened by a lengthy course of 
human experience might typically character- 
ize many of those surviving to old age. 

The older person, however, is faced with 
increasing social isolation, lack of occupa- 
tional opportunity and loss of whatever 
status and prestige he might have had both 
occupationally and within the family. In 
short, the older person finds that his social 
role which may have been achieved in earlier 
years at the cost of considerable anxiety, 
strenuous effort and the sacrifice of personal 
pleasure has now become obsolete. He has 
outlived his mode of usefulness to self and 


4 


others, and to survive must attempt to estab- 
lish a new role identity. This “role obso- 
lescence” occurs when the individual has lost 
an appreciable amount of his biological re- 
sources, in a society which is willing to ac- 
cept him as a burden but not as an equal. 

Any ensuing psychiatric disorder may thus 
be the resultant of a sequence of unsuccess- 
ful attempts to cope with the effects of being 
old and may exhibit any one or a combina- 
tion of 3 major components: I. a withdrawal 
and insulation from a society in which they 
are experiencing a loss of personal identity, 
2. a distortion of reality in an attempt to 
regain or maintain identity, 3. self deprecia- 
tion in response to their apparent lack of 
significance and worth. 


SUMMARY AND CONCLUSIONS 


1. Recent and more refined epidemiologic 
data indicate that the incidence of functional 
pychoses in the elderly population is much 
higher than earlier studies have indicated. 

2. Analysis of the epidemiologic data in- 
dicates that there is a close relationship be- 
tween certain social factors and the incidence 
of mental illness in later life. 

3. Evidence presented here and in previ- 
ous research reports which are cited are 
interpreted to suggest that “social aging” is 
at least as significant as physical aging in the 
occurrence of mental illness in later life. 

4. The concept of “forced dependency” is 
suggested to describe the attempts of society 
to relegate its independent and autonomous 
elderly members to a secondary status. “Role 
obsolescence” is suggested as describing the 
characteristic fate of the elderly person who 
has outlived his mode of usefulness to self 
and others. The reaction to this obsolescent 
dependent state with its loss of personal 
identity is suggested as a major source of 
behavior pathology in the aged individual. 

5. The conclusion seems to be warranted 
that a functional illness characterized by de- 
pressed mood is as typical or more typical 
of mental illness in this age period than is 
an illness characterized by a chronic brain 
syndrome. The possibility of a functional 
form of senility in addition to the more com- 
monly recognized organic pathology might 
also be considered in investigating the psy- 
chiatric disorders of the aged. 
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DISCUSSION 


Jack Sueps, M.D. (New York 29, N. Y.).— 
Drs. Williams and Jaco have presented definite evi- 
dence against the importance ascribed to organic 


factors in the emotional disorders of the aged. Or- 
ganic factors are partially determining, and I feel 
that too much weight has been given them in con- 
sidering on what bio-social level an individual can 
function without symptoms. The degree and extent 
of mental activity are determined by the amount of 
cerebral dysfunction. The degree and extent of 
optimum physical activity are determined by physi- 
cal function. However, the older age group usu- 
ally can make their own adjustments if they can 
accept the social setting—the most crucial change 
in old age—so well detailed in this thoughtful and 
well organized paper. 

In my opinion, enforced dependency and the con- 
sequent change in social role from the provider to 
the one being provided for is the major causative 
factor in emotional disorders of the aged. Conse- 
quent fear and rage often throw a fairly well func- 
tioning but decompensated brain into senile con- 
fusion or a paranoid reaction. 

Weinstein and Kahn have described this effect 
on the psychotic symptoms of patients with brain 
tumors, and I have seen the same reaction in pa- 
tients with senile psychoses. Depression and severe 
neurotic reactions also have their etiology in the 
forced dependency situation and the patient’s in- 
ability to accept it. 

The authors have described persons over 65 and 
their reaction to change of social role without men- 
tioning the important intermediate group—the 
family. We are so accustomed to seeing our pa- 
tients in institutions and outpatient departments of 
large hospitals without relatives, or deserted by 
them, that we are too prone to ascribe this to so- 
ciological changes. Closer inquiry, however, often 
reveals character disorders of such marked degree 
that no warm, affectionate, personal relationship 
ever existed for these people but only a coercive, 
domineering or clinging dependency. The pathology 
of their family relationships has been severe, and 
as soon as the very dependent children or relatives 
died, the remaining ones who did not have to tol- 
erate such a demanding object-relationship aban- 
doned the patient. 

Often we see a disruption of the family equilib- 
rium as the role of our patient changes from parent- 
in-fact to parent-in-name. Both the children and 
the patient fight against accepting this reversal of 
role and the forced dependency. Even the practical 
difficulties involved are often a defense against fac- 
ing their parent as a helpless person for whom they 
have to provide. Therapy is done with the family 
by having all significant members learn to accept 
the parent’s limitations of function and change of 
role. This nearly always results in great relief of 
anxiety on the part of all concerned and consequent 
diminuticn of symptoms. 

The rush to institutionalize the aged parent is a 
manifestation of avoidance to accept the patient as 
he is and to understand his emotional needs. Work- 
ing with the family is stressed because of the very 
poor survival rate of the senile patient in mental 
institutions. Actually, the dependency of old age 
is the same as in childhood and, in my opinion, the 
same principles of therapy apply. 
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Kart Stern, M.D. (Montreal, Canada).— 
During our work in the Old Age Councelling Cen- 
ter in Montreal, we were struck by the fact that 
senility in the sense of organic cerebral impairment 
played among our clientele a trivial role compared 
with functional affective disorders, character dis- 
orders, which for certain reasons were accentuated 
during old age, and difficulties of adjustment to re- 
tirement etc. However, our material was selective— 
namely ambulant clients, mainly of social welfare 
organizations. It is much more surprising to see that 
even among hospitalized patients of the higher age 
group the functional element is so preponderant 
over the organic senile and vascular. This brings 
to mind the statement by Griinthal that in the pa- 
thology of senile psychoses there is no absolute re- 
lationship between the degree of anatomical change 
and that of the psychotic manifestations. In the 
German literature there are scattered observations 
on senile brains in which a retrospect investigation 
of the patient's life history showed no signs of senile 
psychosis. All this becomes more interesting in 
the light of the present observations by Drs. 
Williams and Jaco, on the fact that there is no 
simple cause-effect relationship between morbid 
anatomy and psychosis, and about the importance of 
the functional element. 

Incidentally, this observation may extend even to 
certain neurological disorders of old age. Spatz in 
his studies on the extrapyramidal system claims 
that those vascular lesions described by Pierre 
Marie in connection with arteriosclerotic Parkin- 
sonism (état criblé, état lacunaire of the basal 
ganglia and the lower brain stem) can be found in 
control brains of old people who during life showed 
no extra-pyramidal symptoms. If this is true it 
can be explained only in two possible ways: either 
these lesions have no clinical neurological signifi- 
cance, or here, too, a second factor enters into the 
mechanism. Since Spatz made his statement with- 
out statistical details, these things need careful 
systematic re-investigation. 

There are several ways in which the organic and 
the functional are combined in the psychoses of old 
age. There is, first, the senile, t.e. organic disturb- 
ance with a functional superstructure—what one 
commonly calls a depressive or a paranoid “color- 
ing” of senile dementia. In these cases Bleuler and 
others felt that the organic process mobilizes latent 
functional disorders and caricatures pre-existing 


features of the personality. In the light of the 
present paper one wonders if the causal relation- 
ship is as simple as that. There is no doubt that 
the affective element has an influence on the or- 
ganic process. In our study on grief reactions in 
the aged we described a case of true senile psychosis 
in the organic sense which was suddenly precipi- 
tated by bereavement. Old age is the time of loss 
par excellence and it seemed to us that grief mani- 
fests itself during that phase under the most extra- 
ordinary guises. 

The question of the influence of the affective 
element on the organic process presents itself also 
in Kral’s observation on the older inmates of 
Theresienstadt concentration camp. Kral found 
there a surprisingly great number of organic psy- 
choses and a comparatively small incidence of affec- 
tive disorders, even of reactive depression. That 
this should be entirely due to malnutrition is not 
at all proved. From our observations on grief it 
seems quite possible that there is such a thing as 
organic cerebral deterioration under the impact of 
psychogenic factors. 

From a psychoanalytical point of view it is note- 
worthy that features of anal regression (hoarding, 
parsimoniousness, paranoid suspicion) seem to be 
more frequently associated with organic cerebral 
disease than features of oral regression. Among 
our cases, the “oral,” over-talkative patient, who 
shows an undue need for dependance, reassurance, 
medical prescription etc. seemed more intact in his 
organic cerebral function. 

Dr, Williams’ and Dr. Jaco’s paper is most inter- 
esting as far as the social and cultural implications 
are concerned. I should like to ask whether the 
lower percentage of senile conditions among the 
Spanish-speaking population might not be due to the 
fact in Latin families invalid old people are kept at 
home longer and are not as readily hospitalized as 
in Anglo-American families. This is, at least the im- 
pression we had from our clinical experience. The 
same factor may enter into the difference between 
rural and urban population. In a rural civilization, 
old age means dignity and wisdom. The world liter- 
ature, all the way from the Bible to Tolstoy, gives 
beautiful examples of that. ‘To me it is almost sym- 
bolic that the first outstanding example of senile 
persons in a rural setting affected by unfavorable 
change is in the story of farmers who become up- 
rooted in a technocratic society; I have here in 
mind the unforgetable image of the grandparents in 
John Steinbeck’s “The Grapes of Wrath.” 


3 
* 
wing 
' 


BEHAVIORAL CHANGES IN NONPSYCHOTIC VOLUNTEERS 
FOLLOWING THE ADMINISTRATION OF TARAXEIN, 


THE SUBSTANCE OBTAINED FROM SERUM 


In previous presentations(1, 2) we have 
described the behavioral effects resulting 
from the administration of taraxein to hu- 
man volunteers. In this report we will de- 
scribe our results with a larger series of 
volunteers in which additional control ex- 
periments were conducted.* Other studies 
which we have conducted in an effort to gain 
more understanding of the nature of this 
substance also will be presented. 

We now have administered taraxein to 20 
human volunteers: 15 were inmates of the 
Louisiana State Penitentiary at Angola; 3 
were schizophrenic patients in remission ; 
the other 2 were nonpsychotic volunteers 
other than the prison population. The non- 
psychotics were screened and only those with 
a negative history of mental disease in them- 
selves and their families were selected. In 
every study the dose administered was the 
amount of taraxein that could be extracted 
from 400 ml. of schizophrenic serum. The 
total amount of solution varied from 14 to 5 
mls. It was injected rapidly intravenously. 
To control effects of suggestion, all experi- 
ments were carried out as double-blind 
studies with several different control sub- 
stances being used. Control injections in- 
cluded a fraction processed from normal 
serum by the same procedure employed for 


1 Read at the 113th annual meeting of The 
American Psychiatric Association, May 13-17, 1957, 
Chicago, III. 

2 Supported by grant-in-aid from The Common- 
wealth Fund. 

8 From the Department of Psychiatry and Neu- 
rology, Tulane University School of Medicine, New 
Orleans 12, La. 

4Special Foreign Fellow—the Commonwealth 
Fund. 

5 The authors wish to express appreciation to 
Warden Maurice H. Sigler of Louisiana State 
Penitentiary at Angola for making arrangements to 
conduct the experiments with human volunteers, 
and to all those inmates of the Penitentiary who 
volunteered for the experiments. 
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extracting taraxein from schizophrenic se- 
rum, ceruloplasmin, normal saline and so- 
dium amytal. In no instance did a volunteer 
react with psychotic symptoms to substances 
other than taraxein. 

The clinical effects in this larger series 
were of the same nature as previously pre- 
sented(1, 2). All subjects developed symp- 
toms which have been described for schizo- 
phrenia. Primary or fundamental symptoms 
appeared consistently. Blocking and thought 
depravation developed ; all were autistic and 
complained of depersonalization, They ap- 
peared dazed with diminished contact to the 
environment ; had a blank look in their eyes ; 
and showed a lessening of animation in 
facial expression. These primary or funda- 
mental symptoms appeared first. They were 
the most consistent and developed even with 
the administration of taraxein which had 
given minimal activity by animal assay. Each 
of the classical secondary symptoms ap- 
peared in one or more of the test subjects. 
The symptoms displayed have included cata- 
tonic stupor and excitement, hebephrenia, 
referential ideas, delusions of persecution, 
grandiosity and auditory hallucinations. 
None of the test group has displayed visual 
hallucinations or shown changes in auto- 
nomic nervous system so characteristic of 
the D-LSD-25 reaction. The reactions in the 
3 schizophrenic subjects in remission have 
been slightly different from those with the 
nonpsychotic volunteers. One of the 3 was 
given a very active dose of taraxein. He de- 
veloped a quite intense reaction which was 
much more prolonged than in the nonpsy- 
chotics, lasting 4 days instead of the usual 
1 to 2 hours. The other schizophrenics in 
remission were each given a weak dose of 
taraxein. This dose had produced only very 
mild primary symptoms for a short period 
in a nonpsychotic volunteer. With the 
schizophrenics, however, it produced a defi- 
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nite reaction with secondary symptoms, sug- 
gesting that remitted schizophrenics were 
more sensitive to taraxein than nonpsy- 
chotics. Since the symptoms displayed by 
individual volunteers have been described in 
some detail in earlier papers(1, 2), we shall 
not elaborate further on specific symptoma- 
tology. 

Since our initial studies with taraxein we 
have pondered the problem as to whether the 
taraxein itself actually circulates in the se- 
rum of schizophrenic patients or whether 
schizophrenic serum contains a type of pre- 
cursor or “taraxeinogen” which can be ac- 
tivated into taraxein by our processing pro- 
cedure. Since we have never been able to 
extract taraxein from normal serum, it has 
been our concept that at least a precursor 
was present specifically in schizophrenics. 
To test this hypothesis, we injected rapidly 
450 ml. of schizophrenic plasma (500 ml. of 
solution including citrate) on 4 occasions 
into each of 4 nonpsychotic prisoner volun- 
teers. To control this study, the same amount 
of plasma obtained from nonpsychotic do- 
nors was injected at the same rate of speed 
into nonpsychotic prisoner volunteers. All 
subjects were in excellent physical condition 
and under the age of 25 years. 

The plasma was obtained by utilizing the 
routine transfusion bottles with 50 ml. of 
citrate for each 450 ml. of blood. After 
centrifugation, the plasma was drawn off, 
sterile precautions being taken for each step 
in the procedure. Prior to the rapid injec- 
tion, 500 ml. of blood were withdrawn from 
each of the volunteer recipients utilizing the 
Cutter blood drawing sets. For rapid injec- 
tion of the plasma, the routine transfusion 
apparatus was used. The infusion of saline 
was first started through a #15 needle. This 
was then stopped and simultaneously the 
infusion of plasma begun. An auxiliary 
hand pump was attached to the bottle of 
plasma which made it possible to transfuse 
the 500 ml. of solution into the antecubital 
vein in less than 4 minutes. The actual time 
consumed for the volunteers to receive 500 
milliliters of the schizophrenic plasma was 
3% minutes, 34 minutes, 2 minutes and 2} 
minutes; for the normal plasma, 2 minutes 
and 3% minutes. The subjects were in a 
semi-sitting position, the body actually being 


at approximately a 45 degree angle. Cuffs 
were placed on the thighs so that return cir- 
culation from the legs could be shut off as a 
precautionary measure. The cuffs, however, 
were not used since no observable jugular 
distension developed. Some physical symp- 
toms resulted from this rapid injection. All 
6 volunteers complained of at least a slight 
degree of constriction about the chest. Three 
of the 6 developed a marked bradycardia. 
The greatest dip in pulse rate was to 40 per 
minute. Two subjects complained of feeling 
faint. The physical symptoms subsided 
within a few seconds after completion of the 
transfusion, 

The 4 volunteers receiving plasma from 
schizophrenics developed symptoms, de- 
scribed as characteristic of schizophrenia, 
which persisted for 15 to 45 minutes. The 
reactions were not intense. However, all 
showed lessening in facial animation; all 
described symptoms of depersonalization, 
blocking and thought depravation. One 
showed a mild degree of posturing. Although 
the reactions were quite mild without clear- 
cut secondary symptoms, they were all defi- 
nite. The 2 subjects receiving plasma from 
nonpsychotic donors showed no mental aber- 
rations. 

There are several factors to consider in 
comparing these results with those obtained 
with the administration of the taraxein frac- 
tion. Even though the transfusions were 
extremely rapid, the time consumed was still 
much longer than that consumed in the in- 
jection of taraxein. Therefore, it seems 
likely that concentration in the blood would 
be considerably lower. On occasion we have 
administered slowly (consuming the amount 
of time taken for the transfusion) known ac- 
tive taraxein to a monkey and it has not 
produced the clinical and EEG effects char- 
acteristic of the rapid injection. It is obvi- 
ous that the numerous steps involved in the 
processing of taraxein must be associated 
with some loss of the active substance. It is 
probable that the rapid injection of a small 
amount of substance is responsible for the 
more intense clinical reaction with the tarax- 
ein itself as compared with the plasma. The 
experiments suggest that the substance we 
have extracted and called taraxein is present 
in that form in serum. However, in view 
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of the more intense reaction with the tarax- 
ein concentrate, we are not absolutely cer- 
tain that in addition to isolating a purer frac- 
tion we are not also activating a precursor 
with our processing procedure. 

We have been interested in determining 
whether or not certain chemical compounds 
known to either induce or relieve psychotic 
symptoms might do so by acting on the ta- 
raxein fraction. We have conducted two 
studies to investigate this problem. The first 
study was previously reported and involved 
medical student volunteers to whom we ad- 
ministered D-LSD-25 in quantities sufficient 
to induce psychotic symptoms. In that ex- 
periment we drew blood before and at the 
peak of the LSD reaction and processed the 
serum for taraxein. We did not obtain ta- 
raxein from either batch. This suggested 
that the behavioral reactions induced by 
LSD were not associated with the same 
chemical mechanism as that present in en- 
dogenous schizophrenia. In the second study 
we conducted experiments to determine if 
Thorazine alters the taraxein activity. In 
this experiment we drew blood and processed 
the serum from patients who had been re- 
ceiving significant doses of Thorazine over 
prolonged periods. Along with this, blood 
was similarly drawn, and the serum proc- 
essed, from psychotic schizophrenic patients 
not on drug therapy. The two batches were 
processed alongside one another. When 
tested in monkeys with chronically implanted 
electrodes in the manner of our standard 
assay, the two batches were equally active. 
This experiment suggested that Thorazine 
does not act on taraxein in the serum. 


SUMMARY 


Our studies concerned with the clinical 
effects of the administration of taraxein, a 
protein isolated from the serum of schizo- 
phrenic patients and not obtained from nor- 
mal serum through our processing procedure, 
are summarized. In addition, we reported 
studies which suggest that this substance ap- 
parently is present in whole serum and is 
not a product activated through our process- 
ing procedure. One study concerned with 
the attempt to isolate taraxein following the 
administration of D-LSD-25 and a study de- 


scribing the isolation of taraxein from pa- 
tients receiving Thorazine were described. 
These experiments suggested that the LSD 
psychoses do not result from the formation 
of taraxein in nonpsychotic volunteers and 
that Thorazine does not produce clinical im- 
provement by destroying or reducing levels 
of taraxein. 
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DISCUSSION 


Douctas D. Bonn, M.D. (Cleveland, Ohio).— 
In the last few years, Dr. Heath and his group have 
provided a great stimulus to research into the bio- 
logical causes of schizophrenia. Last year, Dr. 
Heath made a dramatic announcement that a pro- 
tein fraction from the blood of schizophrenic pa- 
tients produced psychotic behavior in non-psychotic 
subjects. This year, they have extended the number 
of their experiments and have added further con- 
trols. This paper reports the extension of the major 
findings from three to twenty-one subjects; pur- 
ports to show that three schizophrenic patients in 
remission are unusually sensitive to their protein 
fraction, and that rapid transfusions of 500 cc of 
citrated plasma from schizophrenic patients to nor- 
mal volunteers produce transient changes in behav- 
ior and thinking that the authors identify with 
schizophrenia. 

A discussant of this work has a hard job; on the 
one hand, one can but admire the great energy, 
enthusiasm and hard work of this group; on the 
other hand, one cannot help but be critical of some 
of the form and content of these presentations. 
These presentations have been unstable for not re- 
porting the method. For instance, in this paper no 
method for the extraction of taraxein is given, nor 
is any available reference quoted, only two unpub- 
lished papers. This to me is a serious error. Re- 
sults and method should go together, if encourage- 
ment is to be given to open scientific inquiry. 

Second, there seems to me to be a lack of de- 
sirable caution in the clinical reporting. Words 
long identified with chronic clinical syndromes are 
used as descriptive words for transient phenomena. 
Simple descriptions of the patients’ behavior would 
have better conveyed the authors’ meaning and not 
run the danger of putting conclusions into primary 
observations. 
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BEHAVIORAL CHANGES IN NONPSYCHOTIC VOLUNTEERS 


[ April 


The most critical new work is the transfusion 
into non-psychotic volunteers of unprocessed plasma 
from schizophrenic patients. The authors clearly 
delineate method here, and open for others a simple 
way to test the hypothesis that a factor exists in 
the blood of schizophrenics which produces mental 
symptoms when transfused into normal subjects. 
Plasma from normal subjects did not produce such 
effects. The transfusions were very rapid and were 
made under pressure, because of the belief that the 
toxic substance would be quickly destroyed. The 
procedure is a heroic one and I for one, would be 
more content, were the number of positive results 
more than four, and the number of controls more 
than two. I would like to know also, which patients 
suffered the severe bradycardia and circulatory em- 
barrassment reported. Were the controls the least 
or most affected in this way? The answer to this 
question might well change one’s weighting of the 
evidence. 

In summary, this work is provocative and stimu- 
lating, but the critical controls are yet to be done. 


DISCUSSION 


M.D. (St. Louis, Mo).— 
That elusive abnormal metabolite in schizophrenia 
has attracted most of us at one time or another. In 
the height of my enthusiasm two years ago I tried 
injecting 1000 cc. of whole blood from a mute waxy 
catatonic schizophrenic into a terminal cancer pa- 
tient, but produced no mental symptoms. A method 
for concentrating the material seemed the next step. 

The findings of Dr. Heath and his coworkers 
stimulated members of the department of psychiatry 
at Washington University School of Medicine in St. 
Louis to visit the New Orleans group and learn to 
prepare “taraxein.” Enough material was prepared 
to inject 5 volunteer prisoners with “taraxein,” 4 
with extract from normal serum, and 8 with saline 


placebo. Observations were by double blind tech- 
nique and 4 subjects served as their own controls. 
None exhibited either the primary or secondary 
symptoms described by Bleuler. 

In only 3 instances was any change noted, other 
than anxiety. A subject receiving saline reported 
that he felt a little different in the stomach, was 
warm about the eyes, and had an expanding feeling 
of warmness. When his arm was raised and placed 
in a cramped position, he maintained the posture 
for several minutes before, during and after the 
experiment, because he thought it “was part of the 
experiment.” Several markedly cooperative prison- 
ers showed this “pseudo-waxy-flexibility.” The sub- 
ject receiving normal serum extract held his arm 
aloft in a similar manner. Before injection he asked 
if we were doctors in training or real doctors and 
discussed his interest in hypnotism and Bridey 
Murphy. He compared the needle to a railroad 
spike. After injection he noted numbness in the 
chest, dizziness, lightheadedness, a floating feeling, 
and remarked that his steps seemed extra large and 
required no effort. The subject receiving extract 
from schizophrenic serum showed “pseudo-waxy- 
flexibility.” At 14 minutes after injection, he no- 
ticed the green paint on the wall. At 16 minutes he 
expressed disappointment that “nothing had hap- 
pened.” At 14 hours he was concerned about how 
much he had talked to us, and said it was wise to 
keep a close mouth at prisons. He said that some 
prisoners in the hall were “bad ones.” This reaction 
suggested paranoid content, but was discounted 
when we later found that another prisoner received 
twice the dose of the same “taraxein” that same day 
without any reaction whatsoever. These 3 examples 
hint at the difficulty in evaluating the responses 
obtained. 

The prospect of finding an abnormal metabolite 
in schizophrenic serum is an exciting one and Dr. 
Heath is to be commended for his direct attack on 
the problem. 
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THE “DOUBLE BLIND” METHOD: ITS PITFALLS AND FALLACIES 
WERNER TUTEUR, M.D. 


With the advent of an ever increasing 
number of so-called tranquilizing drugs, this 
method has recently been used by clinical in- 
vestigators to a degree that an assessment 
seems mandatory. 

“Double blind” is a jargon expression 
which should be replaced by “controlled.” 
The origin of the method and its first use 
are difficult to trace. It probably developed 
as a matter of course as the need for exact- 
ness and reliability in clinical investigations 
made itself felt. It has been subject to many 
variations. Hill(1) stated that uncontrolled 
studies may, through play of chance, give a 
favorable picture in the hands of one physi- 
cian, and an unfavorable one in the hands of 
the second. Greiner, et al.(2) warn of the 
innate enthusiasm with which every investi- 
gator approaches a research project and in- 
terprets it. Thus medical journals “euphe- 
mistically called literature” may be cluttered 
up with conflicting reports(1). 

While the purpose of the method is to 
test the efficacy of a given drug, unbeknown 
to patient, attending personnel and clinical 
investigator, on a homogenous group of pa- 
tients showing similar symptoms, in reality 
there are two drugs under investigation, the 
compound to be tested and the placebo. The 
active compound is thus “compared” with 
the effects of an inert compound. At no time 
are the participants of the study to know 
which compound is being administered. This 
is usually performed with the help of a code 
system which lends itself to an infinite num- 
ber of variants. Thus the illusion is main- 
tained. Once the code is broken at the ter- 
mination of the study, “objective” findings 
are expected to be forthcoming. 

Greiner, et al.(2) stress the necessity of 
describing the symptoms which are expected 
to improve prior to the study and he selects 
his patients accordingly and homogeneously. 
These symptoms are also called by other in- 
vestigators “target symptoms”(7). He states 
that the “double blind” method is not safe 


1 Clinical Director, Elgin State Hospital, Elgin, 
Ill. ; Clinical Associate, Stritch School of Medicine, 
Loyola University, Chicago, II. 


from error and that the hazards are greater 
in the study of symptoms that are vague and 
not easily defined. Hill is aware of the diffi- 
culties in assessing X-rays. Should the re- 
sult of a study be based on such findings, he 
admits that the final assessment of clinical 
findings of physical illness is still more diffi- 
cult even with the “double blind” method. 
No doubt, were he to evaluate psychiatric 
illness and patients, he would face even 
greater difficulties, since measurement of 
psychiatric symptomatology remains inade- 
quate and subject to individual interpreta- 
tion. Yet judgment must be made without 
any possibility of bias, without any over- 
compensation for a possible bias, and with- 
out any possibility of accusation of possible 
bias. Hill considers this at times impos- 
sible(1). 

Ethical concepts enter any clinical investi- 
gation, especially “double blind” studies. 
For obvious reasons one would not for weeks 
inject an inert solution into a patient’s veins 
merely for the sake of comparison. Neither 
would one withhold a life saving active com- 
pound from a patient where even the slight- 
est possibility of improvement with it is ap- 
parent. To have psychiatric patients continue 
uncontrolled toilet habits on placebos, have 
them act out in a destructive manner to- 
wards others, themselves and equipment 
while remedies for this behavior are avail- 
able, is contrary to medical concepts. Such 
measures have become extremely demoraliz- 
ing to patients and attending personnel in 
our experience, resulting in statements to 
the effect that the “drug” (placebo) was 
making the patients “worse.” This observa- 
tion no doubt may be true, considering the 
fact that while on placebos the patient is not 
receiving any pharmacological treatment (3, 
4, 5,6). 

Greiner(2) stresses the absolute necessity 
that the compound under investigation and 
the placebo must have identical appearance 
and taste. The latter is of the greatest prac- 
tical importance in disturbed psychiatric pa- 
tients who will not or cannot swallow a given 
capsule and for whom it has to be dissolved 


‘ 
J 
2 

= 
i 

~ 

5 
= 


922 


FALLACIES OF THE “DOUBLE BLIND” METHOD 


in a liquid vehicle. Frequently placebos re- 
ceived for “double blind” studies do not com- 
ply with this latter requirement, resulting 
very soon in the fact that patients, regard- 
less of their degree of disturbance, complain 
bitterly that the “sweet” medicine (placebo) 
was not helping them at all, in contrast to 
the “bitter” or “tasteless,” which represented 
the active compound. A most carefully 
planned and most conscientiously carried out 
study may collapse under such circumstances. 
Attending personnel do their part in tasting 
every capsule or tablet given to them for 
distribution to patients by staging so-called 
“pill parties” (3, 4, 5, 6). 

In a recent panel on “placebos” held at 
the University of Illinois(8), one of the par- 
ticipants (W. S. Wood) made the pertinent 
statement that side effects occurring during 
a study make the drug and placebo groups 
obvious, a statement which can be readily 
confirmed. There remains, of course, al- 
ways the possibility that certain “side effects” 
may occur on placebos, when such symptoms 
as parkinsonism, jaundice or amenorrhea, to 
mention only a few, have an etiology entirely 
unconnected with the compounds under 
study. These are rare exceptions, whereas 
the revealing of the groups due to true side 
effects render the study almost worthless 
from the “double blind” angle. Spontane- 
ous remissions occurring on placebos are fre- 
quently interpreted as “placebo reactions.” 
For practical purposes the two are frequently 
indistinguishable. 

Hill(1) postulates that even without the 
“double blind” controls an effective treat- 
ment will not fail to come to light. Retro- 
spectively, he feels that long drawn out con- 
trolled studies, as they were performed after 
the introduction of such “winners” as peni- 
cillin, now appear pedantic. On the other 
hand, he concludes, and any experienced and 
conscientidbus investigator will agree with 
him, that the “statistically guided therapeutic 
trial” (double blind method) is not the only 
means of investigation, nor that it is the best 
way in advancing knowledge of therapeutics. 
It is recommended as one way, but not the 
universal one. 

Our own comments restrict themselves to 


a warning that even under the most careful 
“double blind” conditions the results of 
clinico-pharmaceutical studies may still be 
inaccurate and at times even misleading. 


SUMMARY 


A critical review of the so-called “double 
blind” study reveals pitfalls, fallacies and 
inadequacies of this method of investigation 
which in the past has created an unwarranted 
security in many investigators. The “wor- 
sening” of patients’ conditions while on 
placebos is demoralizing to patients and per- 
sonnel and the ethics of such a procedure in 
a patient who is in dire need of active treat- 
ment can be questioned. It is imperative that 
the compound under investigation and the 
placebo have identical appearance and taste, 
since even disturbed patients, in our experi- 
ence, are able to differentiate the two drugs 
by it, thus jeopardizing the most carefully 
planned and conscientiously carried out proj- 
ect. Side effects occurring on the active com- 
pound reveal the identity of the active and 
inert drug group. 
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CONTEMPORARY PSYCHIATRY IN PORTUGAL’ 
HENRIQUE J. pe BARAHONA FERNANDES, M. D2 


I feel it is a great honour to speak at this 
meeting and on behalf of the Portuguese 
Society of Neurology and Psychiatry, I wish 
to pay a sincere tribute to the psychiatric 
progress in your country. 

The possibilities of research in a country 
as small as Portugal are rather limited. 
Besides the results obtained by individual 
researches, we would like to contribute to 
the cooperation amongst psychiatrists of dif- 
ferent countries with some points of view 
that facilitate mutual understanding. 

Portugal is situated on the most occidental 
point of Europe, open to the Atlantic and 
every world contact. From olden times it 
has developed a spirit of human understand- 
ing between people of different countries 
and races. This position is shown in psychi- 
atry by an accessibility to the most varied 
currents of research and by the attempt at 
a theoretical synthesis, directed to sound 
knowledge and to practical results. We 
maintain a close connection with traditional 
psychiatry of the countries of central 
Europe. We are however interested and 
openminded to the American dynamic and 
psychotherapeutic currents and to mental 
hygiene. 

Our greatest contribution to modern psy- 
chiatry was the leucotomy, discovered by 
Egas Moniz in 1936. At the same time were 
developed in our country the shock treat- 
ments and the several methods of psychologi- 
cal treatment from occupational therapy to 
psychoanalysis. Our personal experience 
with these several methods led us to a struc- 
tural analysis of mental diseases that tries 
to integrate the psychological and social dy- 
namics on their neuro-physiological basis 
and heredobiological constitution. 

' Since the opening in Lisbon, in 1942, of 
the Julio de Matos Hospital, there has been 
an active effort to better hospital treatment, 
especially regarding no restraint, nursing, oc- 


1 Read at the 113th annual meeting of The Ameri- 
can Psychiatric Association, Chicago, Ill., May 13- 
17, 1957. 

2 Professor of Psychiatry, Lisbon University. 
Address: Av. do Brazil, 53-A, Lisbon, Portugal. 


cupational treatment and social work. In 1945 
a new law on mental diseases, made legal 
regulations for voluntary admission clinics 
for treatment of acute cases, out-patient serv- 
ices, and dispensaries of mental hygiene, etc. 

The teaching of psychiatry in the Portu- 
guese faculties of Medicine, began in 1911, 
and has been well developed with practical 
demonstrations, since 1955 together with lec- 
tures on psychology in the third medical year. 
In the university general hospitals there are 
psychiatric units for acute patients, neurosis 
and psychosomatic patients. The socalled 
“day hospital” and extrafamily nursing are 
under trial. 

The interest in psychiatry has grown very 
much, since the war, in both students and 
doctors. Psychiatric careers have favoura- 
ble conditions in private practice and the 
number of specialists has grown in the last 
20 years from less than 20 to almost 100. 

Since 1539 religious institutes for the care 
of mental patients have existed in Lisbon. 
The Portuguese Saint, Joao de Deus, in the 
16th century, considered them sick people, 
and founded the humane basis of their treat- 
ment. In 1848 the first state hospital for 
mental patients was opened (Rilhafoles, now 
Hospital Bombarda) and since then psychia- 
trists have sought better conditions for the 
treatment of mental diseases. The 6 state 
hospitals and 15 private hospitals with 7,342 
beds and 4,685 annual admissions, are in- 
sufficient for the 8 million population. 

We do not have very different clinical 
problems from those of other European 
countries, still in the phase of industrializa- 
tion, The human problems are conditioned by 
the Catholic tradition of the country, but in 
great cities there is a rapid development of 
new cultural trends and we are observing all 
the varieties of mental reactions. 

Worthy of note is the high percentage of 
affective conditions (24.3% of admissions 
in Julio de Matos hospital) and sympto- 
matic psychoses (6.5%) in somatic diseases. 
General paresis is decreasing especially in 
men (4.5%); senile psychosis is treated in 
charity asylums or in the home, this being 


923 


= 
3 
: 
. 
be 
——— 


924 


CONTEMPORARY PSYCHIATRY IN PORTUGAL 


[ April 


due to the strong family ties. Though we 
are a wine producing country, alcoholic psy- 
choses are not frequent but are increasing. 

The interest for the personal case and its 
individual treatment led us not to put aside 
its reference to well defined nosological and 
clinical entities. We accept the classical dis- 
tinction between psychopathic personalities, 
psychogenic and neurotic reactions, and men- 
tal diseases (psychoses). In psychosis with 
unknown etiology (constitutional psychosis) 
with diagnosis, intermediary to cyclothymia 
and schizophrenia, a clinical entity with a 
good prognosis—the cycloid psychosis of 
Kleist and Leonhard (that we propose to 
call holodisphrenia). They are acute syn- 
dromes (confusional, incoherent, akinetic 
and hyperkinetic, twilight, delirious, etc.), 
similar to the clinical pictures of toxic, or- 
ganic and symptomatic psychosis and of epi- 
lepsy. After each attack there is total re- 
covery and a tendency to periodic relapse. 
The symptoms with schizophrenic aspect 
manifest themselves on the basis of a global 
alteration of consciousness, and of the ac- 
tivity and formal structure of thought proc- 
ess. They have marked vegetative and meta- 
bolic symptoms and they respond very well to 
shock treatment and neuroplegics, though 
with oscillations and relapses. Its structural 
analysis made by Polonio shows a conver- 
gence of constitutional exogenic and psycho- 
genic factors, different from schizophrenia. 

We use a multi-dimensional clinical analy- 
sis that allows us to integrate biographic 
and social understanding with bio-organic 
and constitutional explanations.* It has 
seemed to us ever since the introduction of 
the new physical treatments, that their inci- 
dence in the development of illness could give 
us a better knowledge of its structure. 

With our collaborators Polonio, Sousa 
Gomes, we studied the therapeutic effect of 
ECT, insulin treatment and especially leu- 
cotomy. Already in 1944, such an analysis 
demonstrated that the therapeutic action of 
physical methods and leucotomy seems to 
have no bearing on the aetiological causes 
of the psychosis. The same factors of fa- 
vourable or unfavourable prognosis for 


8In the field of child psychiatry we refer to the 
research of V. Fontes, Y. Santos, and in other areas 
to L. Pina, D. Furtado, S. Diniz, L. Sociro et al. 


spontaneous evolution, such as environment, 
constitution, personality, the acute or insidi- 
ous onset, the tendency to recovery, fluctua- 
tions or progressive deterioration have the 
same importance in the case of therapeutic 
recovery. 

They are effective on the nonspecific symp- 
toms of several nosological entities. Schizo- 
phrenic deterioration as well as the tendency 
to the periodic development of manic-depres- 
sive psychosis are not materially affected by 
them. 

In a study by Polonio of 250 patients 
treated by insulin compared with 250 con- 
trols, it could be seen that the action of in- 
sulin is predominantly somatic, increasing 
powers of bodily resistance to the disease in 
a way similar to the protective action of 
pyknic body build against the predisposi- 
tion to schizophrenia, Syntonic personali- 
ties with good emotional tension do best on 
all these methods of treatment. The action 
of leucotomy depends largely on the patient’s 
personality and the degree of preservation. 

In other studies on structural analysis of 
mental diseases done in our clinic it could 
be seen that the favourable or unfavourable 
development of psychosis depends on the 
several constitutional and exogenic factors. It 
could be seen that in schizophrenia, manic~ 
depressive, cycloid and puerperal psychosis, 
psychogenic factors have not the outstanding 
pathogenic role that is now so frequently 
ascribed to them. In exogenic psychosis, 
constitutional factors are also active, in a 
way similar to their effect on endogenous 
psychosis. For instance, Mendes, in 507 
cases of exogenous psychosis, found a posi- 
tive family history of mental disease in 
46.9% of the patients. 

Such clinical experience has led us to a 
particular type of treatment. Let us take 
as example leucotomy: the surgical opera- 
tion by itself is not enough, it is necessary 
to follow it with rehabilitation and psycho- 
therapy. As we have shown in the first 
International Psychiatric Congress in Paris, 
leucotomy determines a regressive behaviour 
and a syntonization with environment. We 
established a relationship of the altered 
fronto-orbitothalamic integrations and the 
interoceptive activity of personality (regres- 
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sion) and better cortical integration of exter- 
oceptive activity (syntonization). 

The decrease of inner tension and in- 
creased extraversion facilitate rapport with 
the doctor and interpersonal relations. Psy- 
chosurgery creates, in this way, a new basis 
of transference for psychotherapy and re- 
habilitation. The same happens with electro- 
shock and insulin treatment which allows 
better rapport and psychotherapy. We have 
also observed this in the acetylcholin treat- 
ment of obsessive and anxiety neuroses. 

The vagal crises with vaso-dilatation and 
anxiety, due to the acetylcholin shock, 
creates a biodynamic situation that condi- 
tions new interpersonal relations between 
the patient and the doctor. This situation 
makes for an easier actual and consecutive 
psychotherapy. We propose to call this 
mechanism vital transference. It is an ap- 
plication of psychoanalytic concepts to a 
situation with biological basis. The physical 
treatments change the cerebral function and 
behaviour reactions in a way that makes for 
a transfer of the patient’s affect to the doc- 
tor—the basis of every psychological and 
educative action. Vital transference acts at 
a deeper level (biologically) than the trans- 
ference of psychotherapy. It is the instinc- 
tive-affective level called vital that includes 
the basic functions of personality and not 
psychogenic and reactive structures. It is 
set in motion by physical effects (synthoniza- 
tion actions and others) due to treatments 
(surgical treatment, shock, drugs, etc.) and 
not to symbolic values. 

Vital transference is referred to the actual 
therapeutic situation ; it may be a basis for 
suggestive support and educative treatment. 
With the sequence of treatment made easier, 
par example, by the biological regression due 
to leucotomy, the vital transference may as- 
sume a symbolic meaning in relation to the 
childhood life. It may then make for an 
easier application of psychotherapy. 

The recent introduction of neuroplegics 
and tranquilizers, places this problem in an 
acute form. We will not discuss it now, 
only to say that there is no reason for any 
supremacy fight between pharmacotherapy 


and psychotherapy. We do feel these drugs 
should be used in conjunction with the psy- 
chological education and social orientation 
of the patient. 

Our experience shows that their tran- 
quilizing effect can be pleasant or unpleasant 
and it facilitates either negative or positive 
transference. The pharmacological action 
has therefore to be amplified to the psycho- 
logical and social level. And also, if I may 
be allowed to add, at the spiritual level— 
the sense of existence given to life of the 
individual. 

These brief indications suggest that Portu- 
guese psychiatrists seem to approach psy- 
chiatric problems in a global perspective. We 
refuse however, to extrapolate the meaning 
and the results of a single theory or of a 
single method of research. None of the 
actual psychiatric currents, psychoanalytic, 
cybernetic, reflexological, behaviourist, phe- 
nomenological, existentialist or any other is 
preponderant with us. We attempt to under- 
stand integral man structured in the different 
levels and categories of the real (N. Hart- 
mann). 

Research has to be partial and analytic. 
We must not, however, forget each other 
level and structure nor lose reference to the 
totality. 

We would like to collaborate with great 
countries such as the U.S.A., in the syn- 
thesis of the several branches of research; at 
least, as we have proposed since 1936, in the 
“convergence” of cerebral anatomophysiol- 
ogy and psychopathology in the structural 
analysis of psychosis and treatment results, 
under a multiple approach—constitutional, 
biological, psychodynamic and cultural. 

Besides clinical psychiatry, the possibili- 
ties of research in Portugal are scarce. The 
“Centro de Estudos Egas Moniz” seeks to 
enlarge the basis of research in neurology 
and psychiatry in the directions referred 
to; that is to use many of the available meth- 
ods of scientific research for a better knowl- 
edge of healthy and ill men, on the basis of 
natural science, integrated in a medical 
humanistic anthropology. 
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A NOTE ON PSYCHIATRIC DEVELOPMENTS IN THE 
SAN FRANCISCO BAY AREA 


PORTIA BELL HUME, M. D.t 


INTRODUCTION 


During the past twenty years, since The 
American Psychiatric Association last met 
in San Francisco, there have been four 
major developments affecting psychiatric 
services and facilities throughout the State, 
particularly in the Bay Area. These de- 
velopments are closely inter-related and 
comprise (a) the unprecedented increase 
since World War II in the number of psy- 
chiatrists practising in California; (b) the 
expansion of training and research facilities ; 
(c) the improved state programs within the 
mental hospitals, along with the establish- 
ment of extramural services; and (d) the 
development of local mental health services 
through the National Mental Health Act of 
1946 and through California’s Community 
Mental Health Services Act of 1957 (known 
as the Short-Doyle Act) which provides 
state aid to cities and counties. 

Many of the developments to be briefly 
described in this paper were foreshadowed 
on the occasion of the 1938 annual meeting 
in San Francisco, when Dr. Margaret H. 
Smyth, then Superintendent of the Stockton 
State Hospital and recently deceased, wrote 
in the March, 1938 issue of the JouRNAL 
as follows, when expressing her prophetic 
concept of a state hospital program: 

. .. The hospital at Stockton carries on a definite 
program of distributing mental hygiene information 
in the way of out-patient clinics, parole clinics, ju- 
venile court and child guidance examinations. In 
all these extra-mural activities is stressed the con- 
cept of mental hygiene which seeks to build up 
sound mental health prevent and cure mental dis- 
ease. ... The out-patient clinics for the patients 
who are home on parole are held in six counties 
where the patients are invited to meet at the health 
center in densely populated districts. Two clinics 
are held in each county annually. The counties 
other than San Joaquin which are served in this 
manner are San Francisco, Alameda, Stanislaus, 
Fresno and Sacramento counties. Patients from ad- 
jacent counties are invited also to attend these 


1 Associate clinical professor of psychiatry, Uni- 
versity of California Medical School, San Fran- 
cisco; deputy director for community services, State 
Department of Mental Hygiene, Sacramento. 
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clinics and often they come from great distances, 
as much as one hundred miles in some cases. The 
mental hygiene clinic is not only a great blessing 
to the community but also presents an opportunity 
for the superintendent and medical staff of the hos- 
pital to be brought in contact with early personality 
changes and beginning mental disorders for which 
prevention and early treatment are possible . . .(1) 


PSYCHIATRISTS IN THE BAY AREA 


In 1957, 11% of the membership of The 
American Psychiatric Association were 
found to be practising in California as com- 
pared with 100 members in 1943 and with 
712 in 1952(2). Out of a total California 
membership of 1,066 in 1957, there were 277 
from the Bay Area and 60 from San Fran- 
cisco alone. In the East Bay area, which 
includes the cities of Oakland, Berkeley, 
Richmond, and Alameda, there were no 
more than 6 psychiatrists two decades ago; 
there are now close to a hundred psy- 
chiatrists in the two East Bay counties of 
Alameda and Contra Costa(3). 

The Northern California Psychiatric So- 
ciety, established in 1954 as one of three 
district branches of The American Psychi- 
atric Association in California, superseded 
the older Northern California Society for 
Neurology and Psychiatry, and enjoys a 
membership from all of the coastal counties 
in the northern half of the State. Another 
very active group of psychiatrists was or- 
ganized five years ago; the East Bay Psy- 
chiatric Association with over 75 members 
is an affiliate of The American Psychiatric 
Association. 


TRAINING AND RESEARCH 


San Francisco has been fortunate in being 
the locale of the great medical schools be- 
longing to Stanford University and the Uni- 
versity of California. During the past two 
decades, their psychiatric departments have 
increasingly provided training facilities for 
medical students, psychiatric residents, psy- 
chiatric social workers, and clinical psycholo- 
gists. Collaborative arrangements with 
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schools of nursing and colleges offering cur- 
ricula in occupational and recreational ther- 
apy have enabled the two medical centers to 
offer specialized training to the ancillary 
professions as well. 

On April 5, 1941, the cornerstone of the 
future Langley Porter Clinic was laid by 
the Governor on land made available by the 
University of California at its Medical Cen- 
ter in San Francisco. It was the California 
Legislature’s intention “to provide opportu- 
nity for the State and the University to co- 
operate in prevention, diagnosis, treatment, 
and promotion of research in the field of 
mental disorder and advancement of the 
learning and knowledge of the students of 
the University. .. .” The Director of the 
Department of Institutions at that time was 
Dr. Aaron J. Rosanoff, who was the first 
psychiatrist to head California’s mental hos- 
pital system, and who worked tirelessly for 
several years to persuade the Governor and 
the Legislature to approve the project. Dr. 
Rosanoff was characterized as “a social 
minded, scientifically trained physician, . . . 
whose contributions to psychiatric literature 
and whose teaching in psychiatry” placed 
him foremost in the opinion of the Dean of 
the Medical School, Dr. Langley Porter, 
who had aided and abetted the entire plan 
from the start, and who had obtained from 
Surgeon General Parran the assignment of 
Dr. Walter Treadway to the University. 
Dr. Treadway’s experience in building and 
organizing psychiatric hospitals for the 
United States Public Health Service made 
his help invaluable during the planning 
stages, 1940-41. Before the actual opening 
in 1943 of the 100-bed hospital, now offi- 
cially known as the Langley Porter Neuro- 
psychiatric Institute, Dr. Karl M. Bowman 
was engaged to become its medical director 
and to accept the appointment of Professor 
of Psychiatry at the University of California 
Medical School. Dr. Bowman had 18 
months in which to recruit his staff and to 
initiate the training and research programs 
under exceedingly difficult, war-time condi- 
tions before the actual opening. Dr. Ro- 
sanoff was prevented by a fatal illness, from 
which he died a few weeks later, from at- 
tending the opening ceremonies in April, 
1943. The large outpatient department, 


which developed a case-load of 750 patients 
during its first year, was promptly named 
for him. Dr. Porter, now retired, has re- 
mained actively interested in the facility 
which bears his name and, not long ago, ad- 
dressed the staff at one of its regular weekly 
conferences. Dr. Treadway, also retired and 
living in Santa Barbara, has been an active 
member of the California Advisory Com- 
mittee on Mental Health ever since it was 
first created by Governor Earl Warren in 
1951. 

The opening of the Langley Porter Neu- 
ropsychiatric Institute signalized a unique 
working arrangement. between the State 
Department of Institutions (since 1945, the 
State Department of Mental Hygiene) and 
the University of California. It resulted in 
the launching of state-supported, full-scale 
programs of research, training, and outpa- 
tient services in the field of psychiatry, 
which eventually extended beyond the con- 
fines of the Langley Porter “clinic” and 
reached into the state hospitals. Research 
projects were undertaken by the hospitals, 
first in collaboration with the Langley Por- 
ter Neuropsychiatric Institute, and eventu- 
ally on their own initiative. By 1956, these 
projects had become sufficiently numerous 
and important to warrant the creation of 
the position for a chief of research to or- 
ganize and expand the research program 
within the Department of Mental Hygiene. 
The Legislature is now considering a simi- 
lar development in the area of training. The 
state hospitals and clinics within striking dis- 
tance of San Francisco have thus been 
drawn into the orbit of training and research 
centering in the San Francisco Bay Area. 

The San Francisco County Hospital, long 
used as a training facility for junior stu- 
dents from both medical schools, opened a 
psychiatric wing in 1938 to replace its 
crowded detention wards and to implement 
a training program for psychiatric residents 
from both universities. Shortly thereafter, 
under the direction of Dr. Jacob Kasanin, 
the Mt. Zion Hospital initiated a psychiatric 
program for residents, and established an 
outpatient clinic which is now directed by 
Dr. Norman Reider. Training at the clinic 
in both adult and child psychiatry is pro- 
vided, not only for psychiatric residents, but 
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also for psychiatric social workers in affilia- 
tion with the School of Social Work at the 
University of California in Berkeley. Mt. 
Zion’s psychiatric residents may spend a 
year on the San Francisco County Hospi- 
tal’s psychiatric service. 

The events in Europe which led up to 
World War II resulted in the emigration to 
California of a small number of distin- 
guished psychoanalysts, who formed the nu- 
cleus of a training center for psychoanalysis 
in San Francisco. At first, this center oper- 
ated as a branch of the Topeka Psycho- 
analytic Institute, and it was officially 
recognized by the American Psychoanalytic 
Association in 1948 as the San Francisco 
Psychoanalytic Institute. Its branches in Los 
Angeles and Seattle have subsequently been 
given the status of independent institutes. 

During the ’forties, several Bay Area hos- 
pitals and clinics either expanded or estab- 
lished training programs for psychiatric 
residents, psychiatric social work students, 
and clinical psychology trainees. The V.A. 
hospitals at Palo Alto and at Fort Miley, 
along with the mental hygiene clinics for 
veterans in Oakland and San Francisco, 
strengthened their teaching staffs. The Chil- 
dren’s Hospital in San Francisco established 
a full-fledged child guidance clinic, which 
developed into a training facility for child 
psychiatry. 

In the East Bay, Herrick Memorial Hos- 
pital in Berkeley opened a psychiatric ward 
less than ten years ago. This inpatient and 
outpatient service in a private, general hospi- 
tal has been recently expanded and now occu- 
pies a newly built wing. The psychiatric resi- 
dents are trained there by staff-members, 
some of whom are also on the teaching staffs 
of Mt. Zion Hospital and the Langley Porter 
Neuropsychiatric Institute. 

At the present writing, plans are being 
implemented for the moving of the Stanford 
Medical School from San Francisco to the 
University’s campus in Palo Alto. At this 
new medical center, facilities for a greatly 
expanded training program will include a 
thousand-bed general hospital under the Vet- 
erans Administration that will provide over 
600 psychiatric beds for teaching purposes. 
Stanford’s center for advanced studies in the 
field of the social sciences has recently been 


established at Palo Alto, and research that 
often touches upon psychiatry is already 
under way there. 


STATE PROGRAMS 


State-wide services currently operated by 
the State Department of Mental Hygiene 
represent a spectacular transition during the 
past twenty years from an institutional type 
of custodial care for the mentally ill to the 
use of many different kinds of treatment 
within the hospitals, along with rehabilitation 
services to patients on convalescent leave 
from the state hospitals, pre-admission and 
follow-up clinics at the hospitals, all-purpose 
mental hygiene clinics, mental health educa- 
tional and informational services, two neuro- 
psychiatric institutes located at the Uni- 
versity of California in San Francisco and 
Los Angeles, and organized research and 
training programs within the state hospitals 
and clinics. The Department now has over 
15,000 employees and an annual budget of 
about 100 million dollars. Several events 
marked the period of transition and brought 
about certain psychiatric developments in the 
area of San Francisco, as well as elsewhere 
throughout the State. 

In 1938, the Legislature authorized a pro- 
gram to help patients in the state hospitals 
to return to community life, through fol- 
low-up medical review of patients on trial- 
leave, and through the establishment of 
bureaus of social work (now numbering 18) 
in the patients’ home communities. At large 
regional offices in San Francisco and Oak- 
land, trained psychiatric social workers are 
thus available, for purposes of social re- 
habilitation, to patients who have been 
previously hospitalized at Agnew, Napa, 
Sonoma, Mendocino, and Stockton State 
Hospitals. In collaboration with the state 
hospitals and clinics, with the State Bureau 
of Vocational Rehabilitation, with local 
health and welfare agencies, and with vol- 
unteer organizations, the bureaus of social 
work are able to offer a variety of psychi- 
atric rehabilitation services, including the 
provision of foster homes. There are cur- 
rently over 9,000 patients on convalescent 
leave who receive these services in all of 
California’s 58 counties. 
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The period of most rapid progress in the 
development of state hospital services began 
after World War II. Until then, the war- 
time shortages of both personnel and build- 
ing materials precluded any substantial ad- 
vances in this program, particularly in the 
face of the unforeseen, continuing, and stag- 
gering growth of the general population in 
this State. The admission rate has re- 
mained steady since 1950 but, though the 
general population goes on increasing at the 
rate of 1,000 persons a day, an increasingly 
high rate of discharge resulted in fewer hos- 
pitalized patients on June 30, 1957 than 
there were on July 1, 1956. Many factors 
are undoubtedly responsible for this state 
of affairs, but more and better techniques 
of treatment and rehabilitation within the 
state hospitals played the most important 
part. 

The establishment of the first and still the 
largest, state-supported outpatient clinic at 
the Langley Porter Neuropsychiatric Insti- 
tute was followed, between 1946 and 1950, 
by Legislative authorization for 7 state men- 
tal hygiene clinics in Los Angeles, San Diego, 
Fresno, Sacramento, Berkeley, Riverside, 
and Chico. The Bekeley clinic, across the 
Bay from San Francisco and financed en- 
tirely by federal grant-in-aid funds through 
the National Mental Health Act, opened in 
1948 as a branch of the Langley Porter 
Clinic for training purposes. Located on the 
campus of the University of California at 
Berkeley, this clinic has been affiliated as a 
field training center with three departments 
of the University: psychiatry, psychology, 
and the School of Social Welfare. The 
Berkeley Clinic has also provided training 
in outpatient psychiatry to residents from the 
V.A. training hospital in Palo Alto and, for 
a time, from the U. S. Army’s Letterman 
General Hospital in San Francisco. It is 
noteworthy that, among its graduates, this 
clinic counts the superintendent and medi- 
cal director of a state hospital for the men- 
tally retarded, the director of the largest 
outpatient psychiatric clinic in the State, and 
the psychiatrist who heads the mental health 
program in the State Department of Public 
Health. Since 1956, two United States Pub- 
lic Health Service fellows in community psy- 
chiatry have been trained each year at the 


Berkeley clinic, thus initiating a new and 
on-going program that is rare in California 
and elsewhere ; residency training programs 
have generally concentrated on clinical psy- 
chiatry, and a curriculum in community 
psychiatry accompanied by supervised field 
experience in community mental health serv- 
ices of a non-clinical nature is practically 
unknown. This pilot training program at 
Berkeley, therefore, represents the latest or- 
ganized attempt to teach in California the 
special skills required of psychiatrists as 
mental health educators or consultants in 
community programs promoting mental 
health. 

All of the state mental hygiene clinics, in 
addition to providing direct services to pa- 
tients, also offer services to their commu- 
nities of an informational, educational, and 
consultative nature. Out of its central office 
in Sacramento, the Department of Mental 
Hygiene initiated in 1950 a public informa- 
tion and education program, employing the 
usual mass media of communication, main- 
taining libraries of pamphlets and films on 
mental health, and publishing special bro- 
chures as well as monthly news bulletins. In 
1952, there were established in both San 
Francisco and Los Angeles information cen- 
ters whose purpose is to promote the effec- 
tive use of both state and local resources for 
the mentally retarded. 


LOCAL MENTAL HEALTH SERVICES 


During the eleven years following the 
passage of the National Mental Health Act 
in 1946, the federal grant-in-aid program 
was administered for the first five years by 
the State Department of Public Health and, 
since 1951, by the State Department of Men- 
tal Hygiene. Between 1947 and 1957, na- 
tional mental health funds were allocated to 
local agencies in 25 of California’s most 
populated counties, thus extending commu- 
nity mental health services to 90 percent of 
the state population. California now has a 
total of 65 non-profit, psychiatric outpatient 
clinics. Twenty-seven (42%) of them were 
started with the aid of federal funds, and 
9g of them are in the San Francisco Bay 
Area alone. The Children’s Hospital child 
guidance clinic in San Francisco and the 
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child guidance services in the Children’s 
Hospital of the East Bay in Oakland are 
used for training in child psychiatry and 
pediatrics, respectively. 

In Oakland, these funds have contributed 
to the support of the East Bay Activity 
Center, where rehabilitation services of a 
psychiatric and educational nature for men- 
tally ill children have already returned to the 
public schools 12 out of the first 30 children 
treated there. Health Departments, schools, 
and welfare agencies in the Bay counties of 
Contra Costa, Alameda, and San Francisco 
have all received through federal funds the 
benefits of mental health services of an edu- 
cational or consultative nature(4). 

The federal grant-in-aid for hospital con- 
struction under the Hill-Burton Act has 
given impetus to the building of facilities 
for psychiatric patients in a number of gen- 
eral hospitals, both public and _ private, 
throughout California. In the Bay Area 
there are now 7 general hospitals with 
psychiatric treatment programs for inpa- 
tients, viz. San Francisco, San Mateo, and 
Contra Costa County Hospitals; Herrick 
Hospital in Berkeley; Stanford University 
Hospital, Fort Miley V.A. Hospital, and the 
St. Francis Hospital, all in San Francisco. 

At the 1957 session of the State Legisla- 
ture, the Short-Doyle Act for Community 
Mental Health Services was passed almost 
unanimously. This measure was drafted and 
actively supported by the three district 
branches of The American Psychiatric As- 
sociation in California, in close cooperation 
with the California Medical Association. 
The Act became law on September 11, 1957. 

The Community Mental Health Services 
Act authorizes cities and counties to estab- 
lish, at their option, two or more of five 
kinds of mental health services: inpatient, 
outpatient, and rehabilitative services to in- 
dividual patients ; educational and consulta- 
tive services to health, educational, and wel- 
fare agencies. The Act also carries a finan- 
cial reimbursement from the State to the 
extent of 50% of the budgets for the lo- 
cally operated programs(5). In its general 
provisions the California Act is thus very 
similar to New York’s Community Mental 
Health Services Act. 


Both the need and the readiness of the 
local governing bodies to use the Act were 
immediately apparent when 12 cities and 
counties, representing 62% of the popula- 
tion of the entire state, took official steps 
within the first month (December, 1957) to 
establish local mental health services in ac- 
cordance with the new law. The four Bay 
Area counties of San Francisco, San Mateo, 
Contra Costa, and Santa Clara, as well as 
the city of San Jose have all appointed their 
local mental health directors. In San Mateo 
County, for example, under the administra- 
tion of the health officer who is also the 
medical administrator of the county hospital, 
all five mental health services for which the 
Act provides are receiving financial aid from 
the State, beginning on January 1, 1958. 

It is of considerable interest that, in all 
of the first 12 cities and counties to come 
into this new program, the value of local 
mental health services was demonstrated by 
their originally being established with federal 
grant-in-aid funds. The chief purpose of 
the Short-Doyle Act is to encourage the 
treatment of the patient in his home com- 
munity in close proximity to the family 
physician, the local general hospital and the 
other agencies in the community that play 
a part in the prevention or alleviation of 
psychiatric disorders, including mental re- 
tardation. One corollary of such a purpose 
is the closer collaboration of the psychiatric 
specialist with the rest of the medical pro- 
fession. 
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In a previous communication * a rapid test 
for the detection of phenothiazine derived 
drugs was described. On the basis of more 
than 1,000 urines tested, some practical con- 
clusions can be reported at this time. It was 
found that approximately 5% of all mental 
patients on oral drug therapy, both from 
open and closed wards, were able to deceive 
the nursing personnel by failing to swallow 
part or all of the prescribed tranquilizing 
drugs. Therefore, the test served the triple 
purpose of objectively evaluating the actual 
drug intake, to track down and correct the 
number of apparent “drug refractory” cases, 
and detect and eliminate waste in the drug 
budget entailing considerable economic 
losses.® 

To facilitate interpretation and standard- 
ization of the test, a color chart was pre- 
pared. In assembling the statistical data, the 
specific weight of the urines, their pH, the 
patient’s body weight, and time of collection 
of specimens in relation to drug intake were 
considered. To define the 4 levels of color 
intensity as represented in the chart, the 
“average reaction” for each level of the 
color chart was established on the basis of 
the urinary reactions of 50 patients per 
drug and dosage. Each “+” in the color 
chart thus corresponds to an increase of 300 
mg of drug. The chart was devised to be 


1 Respectively Staff Psychiatrist, Research Bio- 
chemist, and Director, Professional Services, VA 
Hosp., Brockton, Mass. 

2 Forrest, F. M., and Forrest, I. S. Am. J. Psy- 
chiat. 113: 931-932 (1957). 

8 This 5% rate of waste, confirmed by spot tests 
in other hospitals, represents an annual 5 to 6 
figure amount for each of the major hospital or- 
ganizations, such as the VA or N. Y. State Hospi- 
tals, spending millions of dollars per year on 
chlorpromazine and other phenothiazine derived 
drugs. 


CLINICAL NOTES 


A RAPID URINARY TEST FOR CHLORPROMAZINE, PROMAZINE 
AND PACATAL: A SUPPLEMENTARY REPORT 


FRED M. FORREST, M.D., IRENE S. FORREST, Pu.D., ann AARON S. MASON, M. D.1 


used in conjunction with the following test 
solution: 4 parts of 10% sulfuric acid with 
I part of 5% ferric chloride solution.* 

Equal volumes of urine and test solution 
(e.g., 1 ml each) are mixed in a test tube. 
The resulting color is read at once against 
the chart, since oxido-reduction processes ° 
will modify the colo: on standing. 

Individual Excretion Factor: 98% of the 
tests performed yielded congruent results 
within the range determined as “average” 
for the respective dosage level. Only 2% of 
the specimens tested deviated from the aver- 
age reactions by showing color reactions 
either too pale or too intensive in relation 
to drug intake. In most of these deviant 
reactions the findings were consistent and 
reproducible, leaving the question of “indi- 
vidual excretion factor” open to further in- 
vestigation. In our hospital, a patient’s indi- 
vidual excretion factor (XF) is made a 
part of his medical record. Thus, a patient 
on a daily maintenance dose of 400 mg of 
drug, showing a urinary color intensity of 
“+ 4-" during his hospitalization, is ex- 
pected to show the same excretion factor 
(XF ++) on periodic return visits. 

In no case was the color test negative, 
after an amount of 50 mg of drug or more 
had been ingested. We have not seen any 
false positive or negative test results. 

Possible Factors of Interference: In more 
than 1,000 specimens tested, we have not 
encountered any interference with the uri- 


#In our original publication? a test solution 
consisting of equal volumes of sulfuric acid and 
ferric chloride had been specified. It was subse- 
quently found that the 4: 1 mixture establishes a pH 
of 1 or less, i.e. an acidity at which no interference 
by aspirin containing drugs is possible, and is 
therefore preferable. 

5 Some aspects regarding the chemical basis of 
the test were previously reported.” 
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nary color test by non-phenothiazine derived 
drugs. Thus, neither reserpine, nor mepro- 
bamate, barbiturates, other sedatives, niacin 
etc. affected the color tests. Mixtures of 
phenothiazine drugs, however, can not be 
properly interpreted since the individual 
drugs produce various shades of color, from 
orange to purple. 

Substantial amounts of ascorbic acid or 
other reducing agents may modify the test 
colors towards greenish shades. In these 
rare cases, observed after high therapeutic 
dosages of multivitamins, a small additional 
volume of test solution will restore the usual 
test colors as represented in the chart. 

Specific weight of urines: Variations in 
urinary density within wide limits do not 
affect the test results appreciably, except 


when fluid intake was excessive (3 quarts or 
more per day). 

Effects of pH and body weight: Neither 
the urinary pH, nor the ratio of drug dosage 
per body weight seemed to affect the test re- 
sults within the limits of accuracy obtainable 
by this method. 

The route of administration, oral or par- 
enteral, did not affect the test results. Even 
a single dose of a phenothiazine drug is 
eliminated over a period of several days—a 
high dose, for instance, being frequently 
demonstrable by this method for more than 
8 days— and it is impossible to decide, 
whether a “++” reaction is due to a re- 
cently ingested dose of 300 to 600 mg of 
drug, or a dose exceeding 800 mg several 
days before. 


AN ACCEPTABLE NONBARBITURATE SEDATIVE AND HYPNOTIC 
FOR MENTAL PATIENTS IN A STATE INSTITUTION 


MARIANNE W. CHERMAK, M.D.1 


In looking for a sedative and hypnotic 
drug which does not involve easy respiratory 
depression, habituation or toxicity, we found 
that Doriden * has a great margin of safety 
in mentally disturbed patients. 

Doriden is an alpha-ethyl-alpha-phenyl- 
glu-tethimide, which is used as a sedative in 
smaller doses (0.25 gr.) and as a hypnotic in 
larger (0.5 gr.) doses. 

Eighty-five female patients were selected 
who presented difficult behavior problems 
and chronically disturbed combative or noisy 
and restless manifestations. Their ages 
varied from 33 to 77 years, the majority 
being between 4o and 65 years of age. All 
had been in the institution for a number of 
years. There were 3 groups: 61 patients 
with schizophrenic reaction ; 10 patients were 
mental defectives with psychotic or be- 
havioral reactions; 15 patients had epilepti- 
form seizures, due to idiopathic epilepsy or 


1 Clinical Director, Manteno State Hosp., Man- 
teno, Ill. 

2 The Doriden in this study was supplied through 
the courtesy of Dr. F. J. Vinci, Ciba Pharmaceutical 
Products, Inc. 


due to organic brain disease of various 
etiology. 

Doriden was used in relatively small doses 
in the majority of cases: 250 mg. t.i.d. was 
sufficient for most patients to improve the 
behavior pattern. The epileptic group re- 
ceived 250 mg. once or twice daily in addi- 
tion to the former medication mentioned 
previously. 

In a few cases belonging to the schizo- 
phrenic group, the dosage of Doriden was 
increased while in others it had to be de- 
creased by one dosage because of some 
drowsiness. 

A bi-weekly check was made on the ward, 
with the ward physician and personnel keep- 
ing close watch. The drug was given daily 
for a period of 6 weeks. 

Before the study had progressed very 
long, Doriden had to be discontinued in 28 
patients because of their refusal to take the 
medication ; the drug was discontinued with 
II patients who complained of dizziness and 
headache, while in g patients Doriden was 
discontinued because they developed a skin 
rash. It is interesting to note that some of 
these patients also had allergic reactions 


by 
ys 
Aga 
tig 
3 
ny 


1958] 


CLINICAL NOTES 


933 


after the intake of other drugs. (No fol- 
low-up studies were done to see if with the 
reinstitution of Doriden the same patients 
developed a rash.) In view of this we were 
unable to ascertain that all the rashes were 
directly attributable to Doriden. Out of the 
57 remaining patients, 37 (65%) showed 
very definite improvement and two more im- 
pressively improved. Eighteen showed no 
appreciable change and one (an epileptic) 
was a little worse from the behavioral stand- 
point. As a result of the administration of 
Doriden, we noticed that the enthusiasm on 
the part of the nursing personnel had been 


favorably affected. Several attendants asked 
us to put more cases on the drug, furnished 
more names, and felt that the caretaking of 
the wards had become much easier, indicat- 
ing that the drug had a general over-all 
beneficial effect on the patients under their 
nursing care. 

Considering that almost 65% of the pa- 
tients receiving small doses of Doriden 
showed improvement (they were more alert, 
less destructive or combative, and halluci- 
nated less), it should encourage others to try 
this drug on a larger scale in mental institu- 
tions. 


A CLINICAL TRIAL OF MARSILID IN PSYCHOTIC 
DEPRESSED PATIENTS 


ANTONIO J. DeLIZ FERREIRA, M.D., anD HARRY FREEMAN, M.D.1 


The present note deals with results ob- 
tained in a clinical study on 11 female psy- 
chotic patients with evidences of severe de- 
pression, treated with iproniazid (Marsilid). 
In previous papers, Loomer, Saunders and 


Kline(1) administered the drug to 17 
chronic, female institutionalized patients 
over a period of 5 months with “apprecia- 
ble” effects in 4 and “some response” in 7. 
Ayd(2) treated 50 depressed patients with 
Marsilid over a period of 3 months and 
found marked improvement in 5 and partial 
improvement in 19. 

The patients in this study had an average 
age of 36.6 years (range, 29-60 years), and 
an average period of hospitalization of 1.3 
years (range, 8 months-7 years). Seven of 
the patients were schizophrenic and the other 
4 were “pure” depressions. All patients had 
been on closed wards end had had ECT 
treatment previously with no effect. 

The dose varied from 100-200 mg. daily, 
the average being 150 mg. Nine patients 
took the drug for three months and two for 
two months. In one patient the dose had 


1 From the Dementia Praecox Research Project, 
Worcester State Hospital, Worcester, Mass., aided 
by a Ford Foundation Grant to the Worcester 
Foundation for Experimental Biology, Shrewsbury, 
Mass. 


to be reduced to 50 mg. daily because of the 
appearance of an ataxic gait. 

The patients were interviewed at bi-weekly 
intervals and rated by means of a modified 
form of the Malamud Sands rating scale(3) 
to determine quantitatively the items of be- 
havior which might be affected. 

Following the administration of the drug, 
one patient went home on visit and 3 im- 
proved enough to be transferred to open 
wards. Five others showed some lessening 
of the depressive features but not enough to 
alter their ward status. Two showed no 
change. 

On the basis of the scores, the greater 
part of the improvement was shown within 
the first month. The scores also decreased 
in the direction of improvement by one- 
third. Analysis of the changes in individual 
items of behavior showed an improvement 
in motor activity, mimetic expression, re- 
sponsivity, socialization, attention, speech, 
mood, feeling and perception. Hostility, on 
the other hand, was slightly increased. In 
the items of thought processes, the trend 
showed a shift from obsessive ideas, somatic 
delusions and despairing self-blame to illogi- 
cal thinking, ideas of inference and shift- 
ing of blame. From this point of view, the 
drug altered the type of thinking, but not 
necessarily in a beneficial manner, toward a 
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“schizoid” type of ideational content. 
Whether this was due to the fact that the 
majority of the patients were schizophrenic 
can be determined only by using the drug in 
a sufficiently large number of non-schizo- 
phrenic depressions. 
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SEIZURES DURING THERAPY WITH PHENOTHIAZINE 
DERIVATIVES 


DOUGALD D. McLEAN, M.D.1; HAROLD R. MARTIN, M.D.?; ROBERT J. 
ELLINGSON, Px. D.’;.anp JACKSON A. SMITH, M.D.* 


This report * describes three approaches in 
the evaluation of seizures occurring during 
the administration of promazine, which in- 
clude: a detailed electroencephalographic 
study of one patient, an appraisal of 10 
others who had seizures while receiving the 
drug, and a control and treatment study of 
the electroencephalograms of 24 patients 
receiving promazine who did not show 
seizures. 

The detailed study was of an 18-year-old 
male schizophrenic whose past history in- 
cluded no serious physical illness, head in- 
juries or neurological disorder. A complete 
work-up revealed no abnormalities. 

The patient was started on promazine in 
doses of 300 mgm. daily, which was in- 
creased to a 1200 mgm. daily dose in a 10- 
day period, resulting in a typical grand mal 
seizure. Promazine was discontinued and an 
EEG was taken within 24 hours after the 
seizure, which was reported as normal. 

Three days after the first seizure, proma- 
zine therapy was restarted at a dosage of 
600 mgm. daily and increased to a maximum 
dose of 1600 mgm. per day during a 3-week 
interval. A second EEG taken during this 
period showed no abnormalities. On the 25th 
day of the second course of promazine, the 


1 Resident in Psychiatry, Nebraska Psychiatric 
Institute, Omaha, Nebr. 

2 Assistant Professor of Neurology and Psychi- 
atry, University of Nebraska College of Medicine. 

8 Associate Professor of Medical Psychology, 
University of Nebraska College of Medicine. 

4 Professor of Neurology and Psychiatry, Uni- 
versity of Nebraska College of Medicine. 

5 This study was supported by the Nebraska 
Board of Control Fund for Psychiatric Research. 


patient had a second grand mal seizure and 
a third EEG taken within 24 hours after the 
second seizure again showed no abnor- 
malities. 

After the second seizure, the promazine 
was discontinued and the patient showed 
a recurrence of restlessness and anxiety, and 
was given 13 electroshock treatments in a 
6-week period, resulting in a temporary re- 
mission of symptoms, 

One month after the last EST treatment, 
the patient was taken to the EEG laboratory 
and intravenous promazine was administered 
while continuously recording the EEG. 
Three hundred mgm. of promazine was 
given in an &8-minute period and after a 
15-minute interval an additional 150 mgm. 
of promazine was given; the tracing was 
continued 25 minutes after the termination 
of the injection. There was a generalized 
slowing of the EEG during the injection 
which was associated with the quieting of 
the patient’s restless behavior. These slow 
waves were identified as “drowsy phe- 
nomena.” The impression was that this was 
a “normal tracing with no evidence of parox- 
ysmal features” either during or after the 
intravenous administration of a large dose 
of promazine. 

During a double-blind evaluation of 75 
patients in a comparison of promazine and 
chlorpromazine, 10 were observed to have 
seizures. 

At the end of the study when the data 
was examined, it was found that of the 10 
patients who had seizures, one patient had 
a prior history of seizures. This patient had 
repeated seizures on promazine, chlorpro- 
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mazine, and the placebo, but did not have 
seizures on metaphenylbarbituric acid. An- 
other patient had seizures while on proma- 
zine and chlorpromazine, and the remaining 
8 patients had seizures only while on proma- 
zine in a dosage of 800 mgm. daily. 

At a second state hospital, a group of 24 
chronically ill male mental patients, varying 
in age from 27 to 71 and having no prior 
history of epilepsy or organic disorders, was 
selected. Control EEGs were recorded be- 
fore medication and following one month’s 
promazine treatment. The dosage was 
started at 150 mgm. daily and gradually in- 
creased to a maximum dose of 900 mgm. 
daily which was continued for the last two 
weeks of the period. EEGs were taken fol- 
lowing this one-month period of promazine 
medication and compared with those taken 
prior to the institution of drug therapy. 

Six subjects of the 23 who completed the 
one-month period of drug administration 
showed higher voltage rhythmic activity in 
one of the records than the other, the proma- 
zine records showed the highest voltage in 


5, the non-promazine in one. No spike ac- 
tivity or activity suggestive of seizure phe- 
nomena was seen in any of the tracings, and 
all changes could be explained on the basis 
of diurnal variations. 

The conclusions drawn from the above 
data suggest that some of the phenothiazine 
derivatives produce grand mal seizures when 
given in high dosages to certain patients. Al- 
though promazine would appear to be one 
of the most frequent offenders, it was not 
found to produce seizure discharges or other 
changes in the EEG in intervals between 
seizures in this study. The patient known to 
respond to promazine with seizures was 
given 450 mgm. of promazine intravenously 
during the recording of an EEG without 
producing seizure discharges. Although 
promazine, and to some degree other pheno- 
thiazine derivatives, apparently either lower 
the seizure threshold or produce foci of hy- 
perirritability, there is no evidence, clinically 
or from the EEG, that this effect persists 
beyond the period of -drug administration. 


THE EFFECT OF CETADIOL ON DELIRIUM TREMENS, 
ALCOHOLIC HALLUCINOSIS, AND 
ALCOHOL WITHDRAWAL ' 


D. WEXLER, M.D., P. H. LEIDERMAN, M.D., J. MENDELSON, M.D., 
P. KUBZANSKY, Px.D., P. SOLOMON, M. D.? 


INTRODUCTION 


Steroids, particularly adrenal cortical ex- 
tracts, have been used in the treatment of 
alcoholism since 1949(1). Reports by Camp- 
bell and Sleeper(2) and Lemere(3) have 
indicated that Cetadiol (5-androsterone-3, 
16-diol) is of value in relieving the symp- 
toms of alcohol withdrawal. Unfortunately, 
these reports offered no data that could be 
evaluated from the point of view of the 


1From the Psychiatry Service, Boston City 
Hosp., and the Department of Psychiatry, Harvard 
Med. School. This study was aided in part by a 
grant from the Nepera Chemical Co., to whom we 
are also indebted for the supply of Cetadiol used. 

2 Respectively: Assistant in psychiatry, Teaching 
Fellow in psychiatry, Teaching Fellow in psychi- 
atry, Research Assoc. in psychology, and Assistant 
Clinical Professor of psychiatry, Harvard Medical 
School. 


severity or nature of the alcoholic withdrawal 
states and no control studies were made. 
Victor and Adams(4) have stressed the diffi- 
culty of assessing the effect of a medication 
on the course of alcohol withdrawal because 
spontaneous remission is so frequent. 


METHOD 


Cetadiol and placebo were given to 82 pa- 
tients suffering from various degrees of 
alcohol withdrawal. The following criteria 
were used to categorize the patients: 

1. Alcoholic withdrawal—tremulousness, 
perspiration, with or without confusion. 

2. Alcoholic hallucinosis—tremulousness, 
perspiration, confusion, visual or auditory 
hallucinations, but normal orientation for 
time, place, and person. 
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3. Delirium tremens—-tremulousness, per- 
spiration, confusion, visual or auditory hallu- 
cinations, disorientation for time and place. 


THERAPEUTIC REGIME 


Cetadiol in a concentration of 5 mg. per 
cc of propylene glycol was given orally as 
follows: 80 mg. on admission or at the onset 
of symptoms, 40 mg. in 8 hours, and then 
20 mg. every 4 hours. The patient received 
200 mg. in the first 28 hours and 120 mg. on 
each succeeding day until he was asympto- 
matic or until the treatment was abandoned 
because symptoms of alcohol withdrawal per- 
sisted or increased to such an extent that the 
patient’s welfare appeared to be in jeopardy. 
The patient also received vitamins, house diet 
as tolerated, intravenous fluids as needed, 
and any other treatment necessitated by his 
medical condition. 

The average length of time Cetadiol was 
given in each diagnostic category was as 
follows: delirium tremens— 4o hrs., alco- 
holic hallucinosis—42 hrs., alcoholic with- 
drawal—6o hrs. In patients with alcoholic 
haliucinosis and delirium tremens it was 
often necessary to discontinue Cetadiol be- 
cause the patients became increasingly violent 
or had no symptomatic improvement. 


RESULTS 


Five patients were eliminated from con- 
sideration because of their inability to retain 
Cetadiol and 4 because of the diagnosis of 
Korsakoff’s psychosis. Thus 73 remained. 
Cetadiol was given to 56, 11 of whom re- 
ceived the drug in a double blind study. 
Placebo consisting of a mixture of choles- 
terol and propylene glycol was given to 17, 
10 of whom received it in the double blind 
study. The results may be seen in the ac- 
companying table. 


There appears to be no significant differ- 
ence between the effect of Cetadiol and the 
placebo. Since these medications were stud- 
ied only with respect to their immediate effect 
on the conditions involved, the subsequent 
course and final outcome in these cases is not 
included here. 


CONCLUSIONS 


Cetadiol does not have a tranquilizing or 
sedating effect on patients suffering from de- 
lirium tremens or alcoholic hallucinosis. It 
does not shorten the course of delirium 
tremens. The placebo used in this study is 
as effective as Cetadiol in relieving symptoms 
of alcohol withdrawal. 


TABLE 1 


Tue RESULTS OF ADMINISTERING CETADIOL AND 
PLACEBO TO PATIENTS IN VARIOUS ForMS OF 
ALCOHOLIC WITHDRAWAL STATES 


Cetadiol Placebo 
administration administration 


remission 
patients 
remission 


% remission 
% remission 


2 


No. of 
Complete 


Alcoholic 
withdrawal ... 

Alcoholic 
hallucinosis ... 

Delirium 
tremens 


N 

w 


Sla o 

= 

Slo w 


54 
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MARSILID IN DEPRESSION 
T. R. ROBIE, M.D.t 


It appears that the best news for psychi- 
atry in 1957 was the discovery that Ipro- 
niazid (Marsilid-Roche) protects serotonin 


1676 Park Ave., East Orange, N. J. 


from monoamine oxidase. Serotonin, al- 
lowed free activity in the brain, is perhaps 
the most energetic releaser of reserve power 
in the human machine, and this effect will 
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overcome melancholia in a majority of cases 
within 2 to 4 weeks. 

Over a period of 8 months, 65 patients 
started on Marsilid showed 46 good results, 
and these data could have been even better 
if the 10 patients who discontinued the first 
week, had continued 4 weeks, the period 
necessary for a fair appraisal of the chemi- 
cal’s effectiveness. Some of the 46 “im- 
proved” cases showed remarkable meta- 
morphoses. It was not unusual for some to 
declare “I feel better now than I ever felt 
before in my life.” The psychiatrist derives 
much satisfaction in observing the return of 
optimism, gay manner, joviality, and nor- 
mally spontaneous speech, in a recently re- 
tarded, hopelessly disconsolate person who 
might have resorted to self destruction,— 
knowing this was accomplished by a pill. 

This chemotherapeutic method possesses 
major advantage for the person who must 
remain on the job, who dares not take a leave 
of absence for 6 weeks to undergo electro- 
coma therapy. The psychiatrist must not 
forget however that the return of optimism 
occurs sooner when electrotherapy is ad- 
ministered. 

Certain side effects sometimes occur when 
Marsilid is taken in full dosage. Too rapid 
weight gain can be interrupted by reducing 
dosage. Jaundice, reported in rare instances, 
has not occurred in any of these cases. Per- 
haps conservative dosage prevented this. 
Edema of ankles or eyelids sometimes with 
allergic generalized body rash has occurred 
in 3% or 4%. This can be obviated by stop- 
ping the drug and administering Diuril 
(Merck) with resumption of Marsilid in 
lower dosage when edema is gone. Reduction 
of libido or impotence occurs rarely—usually 
obviated by reducing Marsilid dosage and 


administering androgens or panthenol, or 
both. (Increase in libido also occurs in rare 
instances.) Overdosage may produce the ma- 
jor complication of a manic type psychosis. 

These side effects must be weighed against 
the occasional fracture complications when 
ECT is administered to melancholy patients 
without the protection of a muscle relaxing 
drug (fractures are avoided today by those 
who use anectine routinely). Certainly to the 
aggressively suicidal patient, electrocoma 
therapy with succinyl to prevent fractures, 
must be given immediately as a life saving 
emergency measure, because the 3 to 4 week 
latency period before Marsilid induces remis- 
sion involves a too serious calculated risk. 
Once the extreme melancholia is obviated, 
many patients can convalesce on Marsilid, 
thus reducing the electric treatments and pro- 
phylactically preventing future recurrences. 

Clinical evidence suggests that Iproniazid 
may induce a pyridoxine deficiency in some 
persons, but laboratory confirmation is not 
yet available. Therefore this B complex 
factor should be administered routinely with 
Marsilid. A tablet combining the two is now 
available for investigational purposes. As 
greater proficiency is acquired in the use of 
this new psychic energizer, complications 
may be reduced. 

The individual case histories (impossible 
to describe in a short clinical note) make 
encouraging reading to psychiatrists who are 
constantly confronted with suicidal risks in 
their practice. 


AppENDA: Case histories and other details will 
be found in the 1957 Transactions of the Associa- 
tion for Research in Nervous and Mental Disease 
and in a forthcoming issue of the Journal of Experi- 
mental and Clinical Psychopathology. 


THE EFFECT OF CHLORPROMAZINE ON THE 
BEHAVIOR OF DISTURBED CHILDREN * 


GORHAM G. LANE,? WILLIAM G. HUBER,’ anp F. LOREN SMITH 2 


Although chlorpromazine (10 (3-diethyl- 
aminopropy])-2 chlorphenothiazine) is often 


1 This study was made possible through the co- 
operation of the clinical staff, Governor Bacon 
Health Center, Delaware City, Del. 

2 University of Delaware, Newark, Del. 

8 Governor Bacon Health Center, Del. 


used as a therapeutic adjunct in treating men- 
tal illness, its effects on behavior have not 
been clearly identified. Flaherty and Gatski 
(1), and Freed and Peifer(2) noted that it 
had a calming effect on the behavior of dis- 
turbed children. Gibbs et al.(3) found no 
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evidence of its therapeutic effectiveness. One 
difficulty in evaluating its effectiveness is 
that of specifying precisely the forms of 
behavior affected. The present study at- 
tempted to overcome this difficulty. 

In a preliminary investigation behavioral 
responses of disturbed, institutionalized chil- 
dren were recorded over a three day period 
in a classroom situation. Responses were de- 
fined in terms of actual behavior, such as: 
“poking,” “slapping,” or “hitting.” The 
items were subsumed under 7 categories such 
as: “physical violence,” ‘‘nervousness,” 
“swearing,” “irrelevant noises.” During this 
stage of the investigation, two experimenters 
observed 6 children over a period of 5 days 
and, using time sampling procedures, re- 
corded the number of responses shown by 
each child in each of the 7 categories. Two 
categories were chosen as showing sufficient 
inter-rater agreement so that they might 
serve in the subsequent experiment. These 
were “physical violence” and “nervousness,” 
with coefficients of correlation between raters 
of .83 and .74, respectively. For “physical 
violence” g separate behavior items were ob- 
served. For “‘nervousness,” 8 items were 
observed. 

Subjects in the subsequent experiment 
were 8 maladjusted, institutionalized males 
ranging in age from 10 through 12 years. 
Four were drawn from one classroom and 4 
from another. Subjects were arranged into 
two groups by matching a child from each 
classroom with one from the other, on the 
basis of psychiatric diagnosis and age. Pla- 
cebo or chlorpromazine (25 mg.) was admin- 
istered 3 times daily by house parents in an 
order counterbalanced over groups. Neither 
house parents nor experimenter knew who 
was receiving the placebo or the drug. Be- 
havior ratings were made twice daily while 
the children were attending regular classes. 

Treatment of results used a derived score, 
f—f-/fe with f the number of responses for 


each day, and f, the average daily responses 
during an initial control week. 

Analysis of variance showed no significant 
differences either for order or conditions; 
for physical violence F = .68, for nervousness 
F=.84. No cumulative effect of chlorpro- 
mazine was noted. 

The data showed considerable variability 
both for a given subject from day to day 
and also from subject to subject. For ex- 
ample, the physical violence responses of one 
subject during one week under chlorproma- 
zine ranged from 82 through —1.00, and 
under placebo from 1.40 through —.8o. 
Other subjects’ responses showed as much 
or more variation. The drug had a greater 
effect in suppressing physical violence than 
nervousness: 6 subjects showed a lesser 
number of physical violence responses for 
the drug period, while only two showed an 
increase. Four subjects showed an increase 
in the number of nervousness responses 
under the drug, and 4 showed a diminution, 
It is possible that the drug may be found to 
be most effective in suppressing gross re- 
sponses such as those measured in the area 
of physical violence. 

Failure of these data to show statistically 
significant effects is in contradiction to many 
studies, and may derive from the use here of 
objective response observation. The possi- 
bility that biochemical differences among chil- 
dren interact with the drug to produce intra- 
and inter-individual variability of behavioral 
effects should be further investigated. 
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Despite the current emphasis on rehabili- 
tation, there are many remitted psychotic 
patients who remain in the hospital for social 
as opposed to psychiatric reasons. ‘Social 
supports’ in the shape of spouses, interested 
relatives, friends, or employers are often 
lost, particularly when mental illness is 
lengthy or repeated. This renders the task 
of returning such patients to the community 
much harder. They may be compelled to live 
isolated lives in furnished rooms, without 
monetary reserves, or friends to turn to until 
they find their place in society again. They 
may very well feel anxious and insecure, re- 
ceive little encouragement, and find the 
change from the shelter of the hospital to the 
stress of normal life too abrupt. Social iso- 
lation helps to contribute towards early 
relapse. 

Since August 1957, we have been encour- 
aging selected female patients from Man- 
hattan State Hospital to work in the city 
while continuing to reside in the hospital. 
These patients have included schizophrenics, 
psychopaths and alcoholics, where social fac- 
tors such as marital separation, rejection by 
their families, or breakup of the home would 
ordinarily have delayed or prevented their 
discharge. The patients have been selected 
because of ability and motivation to work, 
based on previous work record, nurses’ re- 
ports, and psychiatric assessments. Unreli- 
ability, impaired superego control, inability to 
form a reasonable relationship with the psy- 
chiatrist, habit deterioration, and easily trig- 
gered aggressive or depressive reactions 
formed the main contraindications. 

At the time of writing, of 10 patients, 3 
have left the hospital and are still at work. 
Two patients have individual rooms in the 
research division and go daily to work. Two 


1 From the Research Division, Manhattan State 
Hospital, Ward’s Island, New York 35, N. Y., and 
the College of Physicians and Surgeons, Columbia 
University, New York, N. Y. 


A METHOD FOR ACCELERATING DISCHARGE FROM 
STATE HOSPITALS 


FREDERICK B. CHARATAN, M.D., HERMAN C. B. DENBER, M.D., ano 
JOHN H. TRAVIS, M. 


patients lost their jobs, one through dis- 
honesty, and one probably through poor 
initiative and performance. Two patients 
relapsed (return of auditory hallucinations ; 
recommenced drinking), and one patient is 
still seeking work. 

Patients are asked to bring a business 
card as evidence of employment. For those 
without funds, ten dollars are loaned for 
lunches, stationery, etc., to be repaid out of 
wages. Patients are also expected to con- 
tribute a reasonable sum for their room and 
meals. Explanations of the scheme have 
been given to all 3 shifts of nursing staff to 
avoid misunderstandings. Early breakfasts 
are arranged where needed, and evening in- 
terviews given to follow progress and dis- 
cuss problems. — 

The advantages of this scheme are that 
patients can be observed while actually in 
the work situation, obtain the support and 
encouragement of the nursing staff, physi- 
cians, and other patients, thus having a large 
audience before whom they are motivated to 
succeed. Initiative and resourcefulness are 
stimulated. Working patients are encour- 
aged to find their own accommodations 
where possible. They are able to accumu- 
late a small sum of reserve money. It is be- 
lieved that the time spent in the hospital is re- 
duced in the long run. The patient does not 
have to wait for social service to find both 
job and living quarters. As a corollary, the 
nurses are able to give more time to the re- 
maining patients. 

We feel that this scheme offers some so- 
cially handicapped patients the chance to 
work and to discuss with the psychiatrist 
problems arising from their graduated re- 
turn to daily life. We hope that the im- 
proved atmosphere in the ward due to the 
‘working patients’ will assist us in starting 
a sheltered workshop, where less well pa- 
tients may be trained in good work habits 
against the time of their eventual discharge. 
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FATAL AGRANULOCYTOSIS DUE TO TRIFLUPROMAZINE 
HYDROCHLORIDE ' 


FRANK J. AYD, JR., M.D.? 


The list of pharamaceutical agents which 
produce agranulocytosis has expanded since 
the introduction of the phenothiazine deriva- 
tives as tranquilizers. To this list can be 
added triflupromazine hydrochloride, desig- 
nated chemically 10-(3 dimethylaminopro- 
pyle) -2 trifluoromethyl phenothiazine hydro- 
chloride, since a case of fatal agranulocytosis 
has resulted from its administration. 


CASE REPORT 


This patient, a 52-year-old white woman, had a 
chronic schizophrenic psychosis, paranoid type. In 
may 1956 she was started on perphenazine 20 mg. 
daily. This dosage was reduced gradually to 5 mg. 
a day. After 243 days of treatment perphenazine 
was discontinued because of an apparently satis- 
factory symptomatic remission. A total of 2,889 
mg. of perphenazine had been taken by this patient. 
Prior to, during, and at the conclusion of perphena- 
zine therapy the white blood cell count and differ- 
ential were within the range of normal variation. 

Sixty-one days later this patient relapsed. She 
was started on triflupromazine hydrochloride 100 
mg. four times a day. After 7 weeks the dosage 
was lowered to 100 mg. twice daily. On the 80th 
treatment day, by which time the patient had taken 
22,800 mg. triflupromazine hydrochloride, she com- 
plained of excessive fatigue, drowsiness, fever, and 
sore throat. On examination her temperature was 
102 degrees and a peritonsillar abscess was dis- 
covered. An immediate white blood count disclosed 
700 white cells, all lymphocytes. Antibiotic and 
steroid therapy was started immediately. The peri- 
tonsillar abscess gradually enlarged necessitating 
incision and drainage to relieve the resulting respir- 
atory obstruction. In spite of intensive medical 
treatment, death occurred 5 days after the agranu- 


1 The triflupromazine hydrochloride received by 
this patient was furnished by The Upjohn Company, 
although it now is marketed by E. R. Squibb and 
Sons under the trade name, Vesprin. 

26231 York Rd., Baltimore 12, Md. 


locytosis was detected. Permission for post-mortem 
examination was refused. 

Prior to the institution of triflupromazine hydro- 
chloride therapy, this patient’s routine blood picture 
was normal. After the onset of the agranulocytosis 
her daily white blood count varied from 700 to 1500 
WMC's with o to 2 granular cells. 


COMMENT 


On the basis of its chemical structure, 
triflupromazine hydrochloride belongs to the 
“chlorpromazine model” group described by 
Freyhan(1). The phenothiazine derivatives 
that have caused agranulocytosis to date all 
belong to the “chlorpromazine model” group 
having in common 3 carbons in a straight 
chain. Mepazine, which does not have a side 
chain with 3 carbons, is the only exception. 
Phenothiazine derivatives which have Piper- 
azine radicals at the end of the 3 carbon 
straight chain have not caused agranulocy- 
tosis. This patient took in 243 days 2,889 
mg. of perphenazine which has a Piperazine 
radical at the end of the 3 carbon straight 
chain without any adverse effect on her 
hematopoietic system. However, when 
treated with triflupromazine hydrochloride 
which belongs to the “chlorpromazine model” 
group and does not have a Piperazine radical 
attached to the 3 carbon straight chain, she 
developed a fatal agranulocytosis. Time will 
tell if this is a significant clinical observa- 
tion. 
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MARSILID IN CATATONIC SCHIZOPHRENIA 
CARL BREITNER, M.D.* 


Since the introduction of tranquilizing 
medication in psychiatry, many problems 
concerning hyperactive mental patients have 
been reduced or solved. The use of tran- 
quilizing drugs has not been recommended 
for the hypoactive or depressed patient. 

Recently, Iproniazid? has been recom- 
mended for the purpose of stimulating such 
patients. Numerous reports on the effects 
and side effects of this drug are already 
available. They indicate that Iproniazid in- 
hibits monoamine oxidase, thereby slowing 
down the inactivation of tissue formed sero- 
tonin. All reports are agreed that the drug 
produces eudamonia and increased appetite 
in proper dosages. A number of reports in- 
dicate that its psychiatric use has been suc- 
cessful in depressions(1, 2, 3, 4). 

This preliminary report is designed to di- 
rect the attention toward an extended use 
of Marsilid, namely, for the treatment of 
schizophrenic patients of the stuporous cata- 
tonic type. In this study, Marsilid was first 
tried on some catatonic patients who previ- 
ously had not or only temporarily responded 
to ECT. Some of these patients had been 
in the Arizona State Hospital for several 
years and had been continuous feeding prob- 
lems. Most of them had responded tem- 
porarily to ECT but stopped eating and re- 
turned to muteness, usually within a week 
or so, when ECT was discontinued. Some 
of these catatonic patients responded to 
Marsilid alone and some to Marsilid in com- 
bination with ECT. Improvement was fre- 
quently noted within a period of days and 
maintained on gradually reduced doses of 
Marsilid. It is considered significant that 
since this drug has been in use at this insti- 
tution, not a single patient has required tube 
feeding. 

The preferred dosage has been 50 mg. 
t.i.d., accompanied by Pyridoxine 10 mg. 
daily. The dosage was reduced if the pa- 
tient showed excessive hyperactivity or other 
side effects. 


1 Arizona State Hospital, Phoenix, Ariz. 
2 Marsilid, brand of Iproniazid Phosphate, Roche. 


CASE HISTORIES 


A 27-year-old Negro woman committed to the 
hospital on 12-28-56 diagnosed schizophrenic re- 
action, catatonic type. She was a deportee from 
the Metropolitan State Hospital in California where 
she had been admitted in October 1956 as with- 
drawn, hallucinating and not eating. 

After admission here, she had several courses of 
ECT to which she responded with marked improve- 
ment, but on each occasion relapsed within a few 
days after ECT was discontinued. As usual the 
main difficulty was the feeding problem and com- 
plete muteness. 

The patient was then started on Marsilid 50 mg. 
t.i.d., to which she responded quickly. She started 
eating, became a good worker, was cheerful and 
pleasant. Medication was reduced to 50 mg. of 
Marsilid daily. The patient was discharged on 
10-19-57. 


A 42-year-old single Negro female, admitted to 
this hospital on 9-12-57 diagnosed schizophrenic 
reaction, catatonic type. 

On admission, she was brought in on a stretcher, 
mute and negativistic, stared at the ceiling and 
would not respond to questions. She improved after 
a course of ECT temporarily, but relapsed after 
one week and again became mute with occasional 
posturing. Tranquilizing medication did not change 
the picture. However, she continued to respond to 
ECT temporarily. She was then placed on Marsilid 
and is now showing marked improvement. She is 
friendly and co-operative, helpful on the ward, 
cheerful and responsive. 


These and similar experiences seem to 
indicate that Marsilid is of value in the 
treatment of catatonic schizophrenia. At this 
time, no attempt is made to conclude from 
the limited material available in what per- 
centage of cases favorable results may be 
expected. 
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CASE REPORTS 


[ April 


SEVERE ANGIONEUROTIC EDEMA DURING CHLORPROMAZINE 
THERAPY 


FREDERICK R. HINE, M.D.1 


The edema occasionally reported as a side- 
effect of chlorpromazine therapy is of a mild 
or transient and non-specific type. However 
Cronqvist, et al.(1), have described two cases 
of acute angioneurotic edema in patients 
under treatment with chlorpromazine, one of 
whom experienced some respiratory dis- 
tress. The present report describes a single 
case of severe angioneurotic edema occur- 
ring during chlorpromazine administration 
and responding to antihistamine and ACTH 
therapy. 

The patient, a 34-year-old white female, 
had been psychotic for 9 years, with a diag- 
nosis of schizophrenia. On July 22, 1957, 
chlorpromazine was prescribed for the first 
time at a dose of 50 mg. t.i.d., increased to 
150 mg. t.i.d. on July 26 and continued at 
that level until the onset of toxic symptoms. 
During this treatment the patient became 
slightly more attentive and responsive to the 
ward personnel and was not assaultive. Rou- 
tine blood counts were within normal limits 


throughout the period described by this re- 


port. She was not receiving medication 
other than chlorpromazine. 

On August 13, a slight puffiness of the lips 
was noticed. By the following day moderate 
edema of lips, cheeks and eyelids was readily 
apparent. Chlorpromazine was discontinued 
and the patient was placed on Benadryl 
50 mg. q 4h by mouth. By the evening of 
that day, August 14, she was in considerable 
discomfort with edema involving the entire 
face. Epinephrine 1: 1000 was administered 
in two one-half cc. doses at an interval of 
two hours without improvement. The pa- 
tient was restless during the night but her 


1 Director of Research and Training, Southeast 
Louisiana Hospital, Maudeville, La. 


vital signs remained normal and no further 
emergency treatment was given. 

On the morning of August 15, the patient 
was found to be in great distress. The severe 
facial edema had caused extrusion of the con- 
tents of the sebaceous glands. The patient’s 
eyes were completely obscured and the tongue 
and mucous membranes of the mouth seemed 
distinctly swollen. She could swallow small 
amounts of liquids. The degree of “general 
toxicity” was shown by the fact that this pa- 
tient, in contrast with her customary severe 
restlessness, now remained almost immobile 
in bed. Her temperature was slightly ele- 
vated to 100.0° (R) ; physical examination 
was otherwise normal. Benadryl was in- 
creased to 100 mg. q 4 h and 4o units HP 
ACTH jel was given intramuscularly in a 
single dose. The patient remained at bed 
rest and in considerable discomfort for the 
remainder of the day with a temperature up 
to 102.2° (R). During the afternoon she 
developed a generalized erythematous, macu- 
lopapular rash. 

By the following day, August 16, the 
edema had subsided slightly. The patient’s 
eyes were visible; she was able to swallow 
somewhat more freely and was afebrile. The 
rash persisted. She again received 40 units 
of HP ACTH jel intramuscularly and 
Benadryl 100 mg. by mouth q 4h. This re- 
gime was continued over the next two weeks 
and during this time the patient’s edema 
gradually subsided as did the rash. In about 
10 days she had returned to her physically 
healthy, though psychotic, state. 
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PRELIMINARY REPORTS 


THE USE OF NUCLEIC ACID IN AGED PATIENTS 
WITH MEMORY IMPAIRMENT 


D. EWEN CAMERON, M.D.1 


During the past two years studies on the 
effects of the nucleic acids (deoxyribonu- 
cleic and ribonucleic acids) have been carried 
out upon 23 aged patients suffering from im- 
pairment of the retention phase of memory. 
These investigations are part of a long-con- 
tinued search for agents capable of modify- 
ing this memory impairment. 

Weiss (1955), in summarizing his work 
upon the neuron, pointed out that this struc- 
ture is constantly renewing itself. The ma- 
terial essential for its continued activity is 
produced at its nucleated end and is passed 
up towards its end plates. He refers to the 
reports of Hyden et al (1950) who deduced 
a high rate of protein synthesis in the cell 
from the elevated nucleic acid concentration 
in and around the nucleus, and to the findings 
of Samuels (1951) and others that labelled 
phosphoprotein seems to shift peripherally 
in nerves. 

Numerous studies have shown that nu- 
cleic acid and protein metabolism are inti- 
mately related and, in particular, that the 
synthesis of ribonucleic acid is closely linked 
to protein synthesis. It has also been shown 
that an increase in the ribonucleic acid in 
the cell leads to an increase in protein, and 
that the ribonucleic acid increase relative to 
protein precedes protein synthesis. 

We therefore started to explore the use of 
nucleic acids in aged patients in whom there 
was an impairment in the retention phase of 
memory. 

Procedure: In January 1956 we com- 
menced the use of deoxyribonucleic acid 
(DNA) given intravenously in association 
with intrathecal hyaluronidase. We com- 
bined these substances in an attempt to get 
DNA into intimate contact with the brain. 
DNA was selected since it is found almost 
exclusively in the nucleus. With encourag- 
ing preliminary results we later began the 


1 From the Allan Memorial Institute of Psychia- 
try, 1025 Pine Ave. W., Montreal, Que. 


use of ribonucleic acid (RNA) because of 
its apparent closer relationship to protein 
synthesis. 

Both DNA and RNA were put up in a 
10% solution ;? saline was added to bring 
the injection up to 10% ; the intravenous in- 
jection was done slowly. The initial dose 
varied from 100 to 500 mgms, depending 
upon the patient’s condition. Up to 4 gms 
of DNA, and up to 2 gms of RNA, were 
given daily intravenously. 

In the last year we have been exploring the 
use of RNA, orally in capsules, the maximum 
amount being 75 gms daily. The average 
amount is considerably lower, ranging from 
Io to 20 gms. 

The results were assessed on the basis of : 
a counting test; clinical assessment; assess- 
ment by relatives; assessment by the social 
service department. The patients are kept 
on prolonged follow-up for continued study. 

Results: In all 23 patients favorable re- 
sults were noted. In 50% the results were 
good. The best results were obtained in pa- 
tients having severe memory deficits and 
marked confusion. In most of these the con- 
“fusion cleared up, orientation returned and 
there was considerable or complete restora- 
tion of retention. Results were usually noted 
after 4 or 5 daily injections. Continued in- 
jections after 2 weeks usually were not neces- 
sary. Where improvement of the memory 
deficit was partial, further administration of 
the nucleic acids, no matter how long con- 
tinued, did not bring about full restoration. 
Intravenous injection was the preferred 
route; oral administration gave limited re- 
sults. 

Side Effects: Side effects such as tempera- 
ture rise and occasional pain at the site of 
injection were noted following intravenous 
injection, and gastrointestinal disturbances 
after oral doses in a few cases. 


(Bibliography on request) 


2 Prepared by the J. F. Hartz Co., Ltd., Toronto, 
Ont. 
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PRELIMINARY REPORTS 


[April 


THE USE OF RITALIN": INTRAVENOUSLY AS A DIAGNOSTIC 
ADJUVANT IN PSYCHIATRY 


HERBERT FREED, M.D.? 


Following the observation that some pa- 
tients who received Ritalin" orally seemed to 
verbalize more freely and even show some 
push of speech, a pilot study was made to 
note if such an effect was elicited with the 
intravenous administration of Ritalin. 

A preparation of lyophilized Ritalin 
(Methyl-phenidylacelate hydrochloride) in a 
concentration of 10 mgm. of Ritalin per cubic 
centimeter was administered to a series of 
more than 20 patients in both private office 
practice and in a private sanatorium, Rose- 
neath Farms. The response to doses of 10 
to 15 mgm. in 14 of 20 cases was significant 
in that there was increased verbalization. In 
5 of these cases, this could be classified as a 
“push of speech.” One patient, G.L., a 54- 
year-old female revealed hitherto repressed 
material, not obtained before when the com- 
bination of sodium amytal and methampheta- 
mine was administered. The patient could 
not explain why she had not revealed this 
censored material before except that her af- 
fective state seemed different on this last 
occasion. It has been our custom to use the 
combination of sodium amytal 0.25 grams 
and 20 mgm. of methamphetamine well di- 
luted and administered intravenously to elicit 
repressed psychic content and to further ab- 
reactive responses in selected cases(1, 2). In 
this clinical note on the use of Ritalin intra- 
venously, the opportunity is taken to con- 
trast the responses of these two agents. The 
simultaneous use of sodium amytal with the 
Ritalin was not feasible because of chemical 
incompatibility. When sodium amytal was 


1The Ritalin used in this investigation was 
kindly supplied by James G. Smith of the Ciba 
Pharmaceutical Products, Inc., Summit, N. J. 

2From the Department of Psychiatry, Temple 
University Medical School, Philadelphia, Pa. 


administered intravenously immediately after 
the Ritalin injection the Ritalin effect was 
tempered. 

These are the tentative observations: 
1.The Ritalin preparation elicits a response 
which is usually less laden with affect, i.e., 
the abreaction is less intense. The affective 
coloring is not as likely to be leuphoric and 
is often tinged with more hostility. This 
may be manifested wholly by crying with 
little verbalization. In 2 cases the hostility 
was evidenced by a complete withdrawal, 
characterized as passive aggression, which 
was transient. 2. Because the abreactive re- 
sponse was not as “depleting of affect” or 
as sustained with the Ritalin, the patient was 
easier to manage in the office interview. 
3. The Ritalin preparation also does not pro- 
duce insomnia in the post-treatment period 
as frequently as the methamphetamine- 
sodium amytal mixture does. 4. Side effects 
observed after Ritalin in 3 patients were 
post-injection headache and a feeling of 
chest constriction with palpitation in 2 cases, 
both transitory. 

Inasmuch as the alteration of mood states 
and the manipulation of affects is increas- 
ingly important in all forms of psychother- 
apy, we are continuing this study in the use 
of Ritalin intravenously as a mood alterative 
and a diagnostic adjunct in psychiatry. In- 
sight into the differences in responses with 
similar agents can further our knowledge of 
psychodynamics as well as psychopharma- 
cology. 
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PRELIMINARY REPORTS 


ELECTROENCEPHALOGRAPHIC CHANGES IN CHRONIC 
SCHIZOPHRENICS UNDER CHEMOTHERAPY 


MAX A. BRUCK, M.D., Pu. D.1 


The Veterans Administration Chemother- 
apy Project (908 schizophrenics) made a 
separate EEG study on the 16 participating 
patients of the VA Hospital, Canandaigua, 
N. Y., possible. The patients received daily 
doses of either Thorazine 400 mg., pheno- 
barbital 200 mg., promazine 400 mg. or 
placebo, each drug incorporated in the same 
type of tablet. The study was undertaken as 
a double blind test by a psychiatric team. The 
investigator added EEG tests for the 16 par- 
ticipating patients. 

The effects of Thorazine on the EEG were 
studied before by several investigators(2, 
3, 6,8). Some of them noted changes, others 
did not. The contradictory results were prob- 
ably due to the different methods of investi- 
gation. We concentrated on the alpha 
rhythm, a component of the normal EEG. 

According to the experience that the alpha 
rhythm (frequencies from 8 to 12 cps. in 
our study) is best delineated in the occipital 
leads(1), we studied the tracings from the 
left occipital lead, connected with combined 
electrodes from both ear leads. As described 
before(7), the relative amount of alpha was 
determined by passing a map measure along 
the base line of all the alpha waves during 
30 seconds. A ratio was calculated by divid- 
ing the absolute time of alpha by the total 
time, (artefactual parts in the record ex- 
cluded). Blood glucose levels were not de- 
termined because of normal eating habits of 
the patients, no clinical signs of hypoglycemia 
and early recording after eating. The alpha 
ratios immediately before starting chemo- 
therapy and 6 weeks later were measured. 

The average alpha ratios (in thousands) 
of the patients on Phenobarbital increased 
122.25, on promazine 34.25, on placebo 8.75, 


1VA Hospital, Canandaigua, N. Y. 


on Thorazine 160.75. Although the increase 
in the Thorazine group appears to be signifi- 
cant at the 1% point, a variance analysis(5) 
shows that the difference between the drug 
groups is not significant: the variation be- 
tween and within subjects is so high that the 
increase of the alpha rhythm in the Thora- 
zine group could be due to chance. Our 
value for F is 1.77. But this would have to 
be at least 3.49 to denote significance at the 
5% point. 

The result does not mean that the increase 
of the alpha ratio in our Thorazine group is 
definitely due to chance. It is also possible 
that the increase is real, but our series too 
small to give a statistically completely signifi- 
cant information. This study, therefore, 
despite the striking increase of the alpha 
ratio in the Thorazine group is only pre- 
liminary and calls for an investigation on a 
larger series. An electronic analyzer would 
be helpful in such a research. 

We are indebted to Dr. Fred Heilizer for 
his helpful advice in selecting the proper 
method of variance analysis. 
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CORRESPON DENCE 


FREUD AND LAY PSYCHOANALYSIS 


Editor, THe AMERICAN JOURNAL oF Psy- 
CHIATRY : 


Sir: May I make reference to Dr. Elias- 
berg’s letter on “Freud and Lay Psycho- 
analysis,” published in the December 1957, 
issue of The American Journal of Psychi- 
atry. One does not have to wait for Ernest 
Jones’ third volume of Freud’s biography in 
order to quote Freud on the problem of lay 
analysis, Freud’s references to this question 
are numerous; just to cite one example— 
in Freud’s Collected Works, Vol. XIV, pp. 
289, 293, and 295 (German Edition) where 
Freud said in his epilogue to his mono- 
graph, Lay Analysis, “I have, of course, as- 
sumed that psychoanalysis is no specialty 
of medicine. I can’t see how anyone can 
refuse to recognize this fact. Psychoanalysis 
is part of psychology, and not of medicine 

That’s why Freud did not wish to have 
psychoanalysis become the “handmaiden” 
of psychiatry. I can well understand that 
Dr. Eliasberg does not wish to adopt every- 
thing that Freud has taught. But to sub- 
mit, as Dr. Eliasberg intends to, that Freud 
did not know what he was talking about and, 
above all, to say that Kant (who lived a 
century before Freud) had “answered” 
Freud, is another matter with which few 
analytically oriented psychiatrists may agree. 
Incidentally, Dr. Eliasberg’s quotation of 
the Latin phrase, quod licet Iovi non licet 
bovi, does not seem to me applicable here, as 
“Jupiter” Freud, indeed, did “license” the 
“oxens” to practice analysis, as Dr. Elias- 
berg himself complained! 

Last, but not least, the question arises, why 
Freud took the stand on lay analysis, which 
Dr. Eliasberg, et al., criticize repeatedly. 
The answer can, in my opinion, be found 
in the origin of psychoanalysis: the social 
sciences. Ernest Jones’ chapter on “Soci- 
ology” in his third volume seems to me an 
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excellent summary in this respect, although 
Jones, too, seems to be loath to give full 
credit to the ancestors of Freudian psy- 
chology : the German sociologists Georg Sim- 
mel and Leopold von Wiese (the latter in 
his famous Beziehungslehre), the French 
Le Bon, and the English MacDougall, to 
name but a few. Freud was aware of his 
godfathers, and stated so repeatedly. It is, 
perhaps, one of the unfortunate mishaps in 
medical history that the discoverer of psy- 
choanalysis was a physician and, therefore, 
his students’ claim of Freud’s Lehre as a 
medical science: psychoanalysis is not a 
“science” and it is not a branch of medicine. 

But because psychoanalysis is not a “sci- 
ence,” Freud never entertained the idea that 
his Lehre was “complete” or “immutable,” 
as Dr. Eliasberg interprets him; on the con- 
trary! A finished product would run coun- 
ter to the dynamic content of human beings, 
psyche and soma, which we call Life, and 
Freud was the first one to realize the on- 
going and perpetual development of his 
thoughts and ideas, even after his death. 
. . . Therefore, it seems to me that Freud 
was, contrary to Dr. Eliasberg’s opinion, 
“aware for what lay analysis was heading.” 

In summing up, it seems to me that we 
should approach the controversy of lay anal- 
ysis on a more positive, i.e., factual and 
scientific, level, perhaps more toward the 
point of view which Ernest Jones has taken, 
although the latter does not appear to be 
entirely free from ambivalent feelings to- 
wards lay analysis himself. Above all, I feel 
that one who considers himself a psycho- 
analyst or a student of Freud ought to em- 
brace the master’s Lehre, as is. Should any 
differences arise, they ought to be examined 
in the light of objective research and with 
the earnest attempt to search for the truth. 


Hans A. Pu. D., 
Los Angeles, Calif. 
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REPLY TO THE FOREGOING 


Editor, Tue AMERICAN JOURNAL oF Psy- to the verba magistri and the verba magistro- 

CHIATRY : rum magistri. I can only hope that Dr. 
Illing will not dispute the right of anyone 
trained in psychoanalysis to say: Hier irrte 


Sir: I agree with Hans Illing’s last words 
about the earnest attempt to search for truth. 


I do not see how this tallies with what he Freud. 
says a few lines above about embracing the N. G. Evtasperc, M.D., Pu. D., 
master’s Lehre, as is. Illing seems to cling New York, N. Y. 


THE NATURE OF MAN 


A man’s nature is best perceived in privateness, for there is no affectation; in passion, 
for that putteth a man out of his precepts; and in a new case or experiment, for there 
custom leaveth him. ...A man’s nature runs either to herbs or weeds; therefore let 
him seasonably water the one, and destroy the other. 


—Francis Bacon 


A man resorts to dialectics only when he has no other means to hand. People know 
that they excite suspicion with it and that it is not very convincing. . . . It can be only 
the last defence of those who have no other weapon. . . . Reynard the Fox was a dialec- 
tician: what?—and was Socrates one also? 

—NIETSCHE 


SELF DISCIPLINE 


Mistakes, misunderstandings, obstructions, which come in vexatious opposition to one’s 
views, are always to be taken for just what they are—namely, natural phenomena of life, 
which represent one of its sides, and that the shady one. In overcoming them with dignity, 
your mind has to exercise, to train, to enlighten itself; and your character to gain force, 
endurance, and the necessary hardness. . . . Never to relax in putting your magnaminity 
to the proof; never to relax in logical separation of what is great and essential from 
what is trivial and of no moment; never to relax in keeping yourself up to a high 
standard—in the determination, daily renewed, to be consistent, patient, courageous. 

—Baron STOCKMAR TO PRINCE ALBERT 
(in Lytton Strachey: Queen Victoria) 
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COMMENT 


THE CART BEFORE THE HORSE 


It would be difficult, if at all possible, to 
dissociate one’s assessment of current devel- 
opments and trends from the orientation, 
hopes, and apprehensions of him who does 
the assessing. Even professional historians, 
having the same neatly packaged sets of data 
at their disposal, have been known to differ, 
sometimes quite substantially, in their ap- 
praisal of causes, meanings, and effects of 
epoch-making events. It will hardly be gain- 
said that the personal slant of the commen- 
tator is a major factor in his evaluations. 

With the premise, therefore, that this, as 
any other, comment derives from a subjective 
attitude which has undoubtedly colored the 
writer’s perspective, let it be said that Ameri- 
can psychiatry today is going through a pe- 
riod of wholesome restiveness. Sincere self- 
searching within the ranks has become a re- 
freshing—and refreshingly widespread— 
phenomenon. This applies to fundamental 
formulations and to their bearing on every- 
day practice. The trend has been evident in 
a number of statements made recently by 
some of the foremost thinkers among our col- 
leagues and has found eloquent expression 
in two conferences held under the auspices 
of the Committee on Public Health of the 
New York Academy of Medicine, the trans- 
actions of which have been edited ably last 
year by H. D. Kruse (Hoeber-Harper). 

Among the various areas which have come 
in for an overhauling, the concept and appli- 
cation of psychotherapy have been subjected 
to a constructively critical review. 

Around the turn of the century, a whole- 
some departure from the preoccupation with 
symptom combinations and disease entities 
had introduced an emphasis on sick indi- 
viduals rather than on their sickness. Para- 
doxically, this led in many quarters immedi- 
ately away from the individual patients’ spe- 
cific peculiarities to a search for a cause 
responsible for all mental illness. The hope 
was that, once you had discovered a common 
etiologic denominator, you could work out a 
common therapeutic procedure held in readi- 


948 


ness for all comers. Sanguine scampering 
for “the” cause resulted in a number of 
shouts of Eureka. Focal infection, so some 
proclaimed, was at the bottom of all psycho- 
pathology ; you treated the patient by pulling 
teeth, removing tonsils, appendices, and gall- 
biadders, and resecting parts of the large in- 
testines. Others announced that the “glands 
of destiny, regulating personality” were the 
source of all deviant behavior ; your job was 
to adminster the right kind of hormone. 
There were other such claims, put forth with 
less fanfare perhaps, but with a great deal of 
conviction. The patient himself was by- 
passed on the route to surgery, endocrinol- 
ogy, “neurologizing tautology” (as Adolf 
Meyer called it), ete. 

A much broader view gave rise to ingen- 
ious theories about factors influencing the de- 
velopment of personality and modes of treat- 
ment intended to do something about those 
factors. Psychotherapy came into its own. 
The patient became a participating, experi- 
encing, communicating person given an op- 
portunity to lay bare his conflicts and to 
modify his behavior. It would seem that the 
stage was thus set for a truly individualized 
adaptation of therapy to the unique, undupli- 
cated needs of each patient. But somehow 
this desire was sidetracked by many in favor 
of an effort to work out a uniform method, 
a rule of conduct for the therapist who then 
should proceed according to precisely pre- 
scribed specifications. The training of young 
psychiatrists assumed, under the circum- 
stances, the character of an exercise in im- 
parting the niceties of an “approach.” There 
is in psychiatry, burdened as it is with a 
huge and ever increasing vocabularly, hardly 
a worse misnomer than the term “approach.” 
We do not approach a patient one way or an- 
other; it is he who approaches us with a 
quest for help. 

This preoccupation with rigidly established 
procedure has tended to shove aside an im- 
portant consideration which, as elsewhere in 
medicine, is a prerequisite for effective treat- 
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ment. Detailed knowledge of the method has 
much too often taken precedence over diag- 
nosis, that is, detailed knowledge of the pa- 
tient subjected to the method. The thera- 
peutic cart is put before the diagnostic horse, 
with complacent reliance on the method de- 
cided on a priori. 

It is this complacency which has recently 
received a major jolt. More and more voices 
are speaking out against the smugness which 
derives from a curiosity-stifling belief in 
what Adolf Meyer referred to as “exclusive 
salvationism” via an obsessively preordained 
mode of procedure. There is a growing de- 
mand for an integration of the existing “ap- 
proaches.” There is a cry for a flexible adap- 
tation of the therapeutic goal to the specific 
physical, situational, and emotional needs of 
each patient on the basis of a thorough diag- 
nostic study. There is, as a result, more el- 
bow room for therapeutic experimentation 


and an honest willingness to submit the re- 
sults to unbiased evaluation. Adolf Meyer’s 
advocacy of “pluralism” and “relativism,” 
lost for a time in the shuffle of doctrinaire 
decks, is being revived. The diagnostic horse 
is being put back in its legitimate place be- 
fore the therapeutic cart. 

The restiveness in present-day American 
psychiatry is a healthy phenomenon and holds 
great promise for its immediate future. It 
augurs well for the practice and teaching of 
a kind of psychotherapy which, based on 
proper concern for diagnostic issues, will 
subordinate procedure to patient, set realistic 
goals, and in each instance reflect not only 
on what is to be done in terms of a fixed 
method but also on such important questions 
as for whom and for what the treatment is 
intended. 

L. K. 


THE “READER OF A PAPER” AND THE “LISTENER”: 
SOME HERETIC THOUGHTS 


“Listening to papers” is one of the many 
trials and tribulations of a psychiatrist— 
by far not the least; and the pages of pro- 
fessional magazines are customarily re- 
served for the very same people who “read 
papers.” Psychiatric papers are probably 
not too different from those read at meet- 
ings of other branches of medicine—“only 
more so.” Time and again I have sworn 
to myself never to attend another meet- 
ing or convention and never to listen to 
another paper—ever! But I end up like the 
man who stated: “To stop smoking is the 
easiest thing in the world—I have done it 
hundreds of times.’’ And so, sooner or later, 
I find myself at the receiving end of a 
“paper” which is being read. 

I always enjoy listening to a man who has 
something to say. But if a speaker has some- 
thing to say—why does he not just go ahead 
and say it—why has he “to read a paper”? 
Psychiatrists who habitually inquire into the 
“why?” of human behavior seem to shun 
inquiries into the motivation of “paper-read- 
ing’—a rather amazing fact if one con- 
siders the usual intensity of their profes- 
sional curiosity. 


“Speaking” is one thing, “reading a paper” 
is something else. The former has its place 
as a valuable experience in interpersonal re- 
lationship; the latter is a rather irrational 
act, considering that the listeners are most 
likely all able to read themselves quite well, 
illiteracy being rare among psychiatrists. If 
the “reader of a paper” had the voice and 
the skill of a Charles Laughton, listening 
might be pleasurable. More likely, however, 
the reading is a stammering, fumbling or 
monotonous production of complicated sen- 
tences, constructed for careful reading in 
one’s own studio, but not intelligible at the 
high speed at which they are thrown at us 
at the meetings. There is no regard for the 
fact that there exists a considerable differ- 
ence between the spoken language, adapted 
to oral communication, and the written lan- 
guage, fit only for slow and careful reading. 
It is odd that this difference should be neg- 
lected by the very profession which has made 
interpersonal communication one of its main 
subjects of study. 

A few papers are rich in value—most of 
them are not. I have listened to many 
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papers of considerable length, the pertinent 
content of which could have been sum- 
marized in a few sentences. 

Other papers are constructed according 
to the time honored principle: “If you want 
to tell them something, first tell them what 
you are going to tell them—then tell them; 
then tell them what you have told them!” 
Still others leave us with the strong impres- 
sion that the speaker had “to give a paper” 
for some reason or other, so that the read- 
ing of the paper is an end in itself and no 
longer serving any other purpose. 

How then, may we ask, are papers se- 
lected for presentation? Most of us come 
to conventions trusting that the program 
committee has carefully considered the sub- 
mitted papers and selected the cream of the 
crop. Have they really? Is it possible that 
the name and reputation of the author or 
of the institution from which the paper 
originates may sometimes be the decisive 
factor? 

What does the listener get out of his at- 
tendance? A short while ago I attended a 
lecture given for explicitly stated didactic 
purposes, to teach techniques in group ther- 
apy. After the lecture one of my co-listen- 
ers, duly impressed by the famous name of 
the speaker, felt moved to give vent to his 
admiration of the performance. Since I my- 
self felt disappointed I raised the question 
“what, if anything, did we learn from this 
didactic lecture?” Only then did several 
others of our group dare to show their own 
disappointment, similar to my own. Only 
then did one after the other object, that we 
had heard nothing but well known gen- 
eralisations. The eulogist withdrew behind 
the statement, that he had enjoyed the 
strong feeling: “Here is a man who is a 
master of a difficult technique!” I felt 
like the Shah of Persia when he refused the 
Kaiser’s invitation to a horse race: “I am 


fully aware” he said, “that some horses run 
faster than others; and which one runs fast- 
est does not interest me.” I felt I did not 
have to come from far away to convince 
myself that some men master a technique 
well—I was aware of that fact. I came to 
learn. 

Rarely do we meet a speaker who 
“speaks.” If that happens it is an enjoyable 
experience—provided he has something to 
say. Even if he occasionally should get 
mixed up in his syntactical constructions, if 
he has occasionally to stop and think for a 
moment, or to check his short notes before 
going on, even if he has sometimes difficulty 
to find the right word, I still prefer him a 
thousand times to the reader of a smooth 
paper; and so I think would most of us. 
For spoken language is the natural mean 
of oral communication, as written language 
is designed to be read. Thoughts that a man 
can express in free speech can usually be 
understood by attentive listening; papers 
sometimes remain obscure even when one 
reads them slowly. 

Why then are such “speakers” so rare? 
It seems that few men can handle their 
anxiety in facing an audience and that a 
rigidly fixed and prepared manuscript is 
their only defense, inefficient as it may be. 
If the speaker is a capable man and has 
something to say (and only such men should 
occupy the platform), then such behavior 
is certainly neurotic. One might then recom- 
mend that the speaker take his own medicine. 

There is no doubt a corner in Heaven re- 
served for us, the listeners, a corner where 
no papers are allowed to be read. For the 
good Lord must love us—(to paraphrase 
Abraham Lincoln’s famous bon mot)—as 


he has created so many of us. 
Hans S. Uncer, M.D., 
Buffalo 10, N. Y. 
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Boarp oF SCIENTIFIC COUNSELLORS FOR 
N.I.M.H.—A 6-member panel of non-gov- 
ernment experts will provide consultation to 
the National Institute of Mental Health on 
the mental health research program con- 
ducted in laboratories and other facilities at 
the National Institutes of Health, Bethesda, 
Md., and at field stations. 

Membership of the new panel, known as 
the Board of Scientific Counsellors of the 
National Institute of Mental Health, is ap- 
portioned selectively between clinical and 
fundamental science categories to maintain 
balanced perspective. 

It is expected that in addition to their re- 
view of the Institute’s scientific activities, the 
new counselling body will provide the Di- 
rector of the Institute with objective view- 
points and guidelines on the long-range per- 
spective of intramural research. 

Membership on the Board is for a term of 
4 years. However, for the purpose of es- 
tablishing a rotation of tenure, the terms of 
the initial appointees, which commenced 
July 1, 1957, will expire at staggered inter- 
vals. The names, professional affiliations, and 
terms of the Board members are as follows: 
Chairman, Dr. Horace W. Magoun, Pro- 
fessor of Anatomy, University of California 
Medical Center (June 30, 1960); Dr. John 
Benjamin, Child Research Council, Univer- 
sity of Colorado (June 30, 1960) ; Dr. Stan- 
ley Cobb, Bullard Professor Emeritus of 
Neuropathology, School of Medicine, Har- 
vard University (June 30, 1959) ; Dr. Jordi 
Folch-Pi, Director of Scientific Research, 
McLean Hospital, Waverley, Mass. (June 30, 
1959) ; Dr. Robert F. Bales, Associate Pro- 
fessor of Secial Relations, Harvard Univer- 
sity (June 30, 1961) ; and Dr. Neal E. Mil- 
ler, Angell Professor of Psychology, Yale 
Institute of Human Relations (June 30, 


1961). 


Dr. RAGAN Heaps Dept. or PsycHiatry, 
Univ. or Fiorma.—Dr. Peter F. Ragan, 
III, assistant professor of psychiatry at Cor- 
nell University Medical College and assist- 
ant attending psychiatrist at New York 


Hospital, has been appointed chairman of the 
department of psychiatry in the University 
of Florida’s J. Hillis Miller Health Center 
by the State Board of Control. The appoint- 
ment became effective Feb. 1. 


ScHOOL FOR MENTALLY RETARDED, WEs?T 
Seneca, N. Y.—The plan fer a new school 
for the mentally retarded at West Seneca, 
N. Y., has been announced jointly by Com- 
missioner Paul H. Hoch, and John W. John- 
son, Superintendent of Public Works. A 
psychiatric hospital for mentally ill children 
will also be constructed on the site, which 
comprises approximately 500 acres. Cost of 
the project is estimated at 50 million dollars. 

The new school will serve the counties of 
Erie, Niagara, Orleans, Genesee, Wyoming, 
Allegany, Cattaraugus, and Chautauqua. Pa- 
tients from those counties are now being re- 
ceived at Newark State School, Newark, 
N. Y. Mentally retarded persons of all ages 
will be accepted for care, training, and treat- 
ment at the school. 

Designed for 2,400 patients, the institu- 
tion will be provided with service facilities 
for future expansion, if necessary, to ac- 
commodate 3,000. It will be constructed on a 
modified cottage plan and will be equipped 
with full hospital, treatment, training, and 
rehabilitation facilities. 

Dr. JoHN F. Stourrer Retires.—Dr. 
John F. Stouffer, chief of the neuropsychi- 
atric department at Philadelphia General 
Hospital for 34 years, retired on February 1, 
1958. Public officials, prominent members 
of the medical profession and representatives 
of various civic organizations honored him 
at a banquet at the Penn Sherwood Hotel, 
January 30, where Dr. Robert Matthews, 
Pennsylvania Commissioner of Mental 
Health, acted as toastmaster, and Dr. Francis 
J. Braceland, past president of the A.P.A. 
and psychiatrist-in-chief at the Institute of 
Living in Hartford, Conn., was principal 
speaker. 

Dr. Stouffer was named chief of the psy- 
chiatric department in 1925, when the staff 
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consisted of a part-time secretary and 8 part- 
time physicians. Today the 268 bed ur‘t has 
a medical staff of 18 full-time and 43 part- 
time psychiatrists. During his years as chief, 
more than 90,000 patients have been admitted 
to the institution. 


NATIONAL INSTITUTE ON CRIME AND De- 
LINQUENCY.—The 1958 meetings of the Na- 
tional Institute will be held in the newly com- 
pleted Deauville Hotel, Miami Beach, Fla., 
May 18-21, 1958. 

Plans for the Institute include over 20 
separate workshops for discussion of specific 
aspects related to courts, pre-sentence re- 
porting, probation, parole, detention home 
management, the role of citizens’ groups, as 
well as the many other related aspects of the 
correctional cycle. 

For further information write: Raymond 
B. Marsh, general chairman, Tallahassee, 
Fla. 


Morris Kiaprper New N.A.M.H. As- 
SISTANT ProGRAM Director.—Morris Klap- 
per, M.A., has been appointed assistant ex- 
ecutive director in charge of program for the 
National Association for Mental Health. 

For the past 13 years Mr. Klapper has 
been involved in various phases of social 
work in the areas of administration, com- 
munity organization and program, his most 
recent position being that of executive direc- 
tor of United Cerebral Palsy of New York 
City. 


AUSTRIAN MepIcAL Society oF PsycHo- 
THERAPY.—The 8th annual meeting of the 
Austrian Medical Society of Psychotherapy 
was held January 28, 1958, at the Policlinic 
of Vienna. The following officers were 
elected: president, Prof. Viktor E. Frankl, 
M.D., Ph. D.; vice-president, Dozent Karl 
Nowotny, M.D.; councillors, Profs. Otto 
Poetzl, Hans Hoff, and Erwin Stransky. 

Frederick Hacker, M.D., chief of staff, 
Hacker Clinic, Beverly Hills, Cal., read a 
paper on “Ego Psychology.” 


FourtH INTERNATIONAL CONGRESS OF 
PsYCHOTHERAPY.—The 4th International 
Congress of Psychotherapy will be held Sep- 
tember 1-7, 1958, in Barcelona, and is or- 


ganized by the Sociedad Espajiola de Medi- 
cina Psicosomatica y Psicoterapia. 

The main theme of the congress will be 
“Psychotherapy and Existential Analysis,” 
with a study of the psychotherapeutical possi- 
bilities of the existential concept. The sym- 
posia and group meetings will cover such 
varied aspects of psychotherapy as : Influence 
of Oriental Psychology on Present Psycho- 
therapy; Psychodrama; Group and Child 
Psychotherapy; Hypnosis; Psychotherapy 
and Religion. The reports of the plenary 
sessions will be simultaneously translated 
into Spanish, English, French and German. 

For details of registration, remittance and 
accommodation, write: Dr. Ramon Sarro, 
president, Casanova, 143, Barcelona, Spain. 


RorSCHACH S&MINARS, UNIV. oF CHI- 
cAGO.—T wo workshop seminars in Rorschach 
testing will be held during July 1958, at the 
Univ. of Chicago as follows: 

1. The Foundations. Technique of 
administering demonstrated. Proc- 
essing the responses into the scorings. 
Psychologic significance of the sepa- 
rate test variables, and their interre- 
lations in shaping the whole person- 
ality. July 7-11, 1958. 

2. Advanced Clinical Interpretation. 
Some typical diagnostic problems in 
the psychiatric clinic. Children and 
adults, varying in degrees and kinds 
of disorder. The test’s solutions, and 
its indications for treatment, both as 
to amount and goals. July 14-14, 1958. 

Dr. S. J. Beck will conduct both seminars. 
For information write: Rorschach Work- 
shops, Department of Psychology, University 
of Chicago, Chicago 37, Ill. 


NortH Paciric Society oF NEUROLOGY 
AND PsycHIATRY.—The annual convention 
of the North Pacific Society of Neurology 
and Psychiatry will be held April 11-12, 
1958, at the Empress Hotel, Victoria, B. C. 
Guest speakers will be Dr. Augustus S. 
Rose, professor of neurology, University 
of California School of Medicine, Los An- 
geles, and Dr. Brock Chisholm, president, 
World’s Federation for Mental Health and 
former director of the World Health Or- 
ganization. 
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For further information address Robert 
M. Rankin, M. D., secretary-treasurer, 1621 
South West 152nd St., Seattle 66, Wash. 


TRAINING FELLOwsHiIP, New York 
City.—New York University-Bellevue 
Medical Center is offering a 3-months 
training fellowship with stipend in neuro- 
anatomy and neurophysiology, beginning 
September 1958. 

For further information apply to: Dr. 
Louis Hausman, Department of Anatomy, 
New York University-Bellevue Medical Cen- 
ter, 550 First Avenue, New York 16, N. Y. 


ViréINIA BEYER MemoriAL LecTURE.— 
The Department of Psychology, Springfield 
(Maryland) State Hospital, announces that 
the Virginia Beyer Memorial Lecturer for 
1958 will be Morris S. Schwartz, Ph. D. His 
subject is: “The Mental Hospital—Institu- 
tion in Transition.” The lecture will take 
place on April 25. The Springfield Hospital 
Women’s Auxiliary is sponsoring the lecture 
and there will be no registration fee. 

For further information write: Dr. 
Michael H. P. Finn, Springfield State Hos- 
pital, Sykesville, Md. 


MepicaL EpucaTtloN WEEK.—Medical 
Education Week will be observed again, for 
the third successive year, April 20-26. The 
general objectives are to develop public un- 
derstanding of the progress, aims and prob- 
lems of medical education with the hope of 
stimulating its more adequate financial sup- 
port by the public. 

Emphasis will be centered on the chal- 
lenges and problems confronting medical 
education in the dynamic current setting, 
together with the continuing need for fa- 
cilities, personnel and financing essential to 
the further pursuit and application of medi- 
cal knowledge, if medicine is to continue 
to make maximum contributions toward full 
utilization of the nation’s health resources. 


TREATMENT OF MENTALLY ILL IN GEN- 
ERAL HospitTaLts.—Dr. Charles K. Bush is 
quoted in the Bulletin of the Connecticut 
State Department of Mental Health, Janu- 
ary 1958, to the effect that since the end of 
World War II the number of general hos- 


pitals offering inpatient treatment of the 
mentally ill has increased by 68%. 

Dr. Bush added that of the 584 general 
hospitals which now admit mental patients, 
223 report that they place them in regular 
medical or surgical wards. At the end of 
World War II there were 176 general hos- 
pitals that admitted mental patients. 

A number of hospitals reported that they 
could use “many more” beds for psychiatric 
cases and a few said that their psychiatric 
units were not paying their way because of 
insufficient patients. 

The average length of stay for mental pa- 
tients in general hospitals ranged from 20 to 
30 days. The majority of hospitals report- 
ing said daily costs were between $15 and 
$22, but some were as high as $45. 


Dr. Reiss AppoiNTep Director oF Re- 
SEARCH AT WILLOWBROOK STATE SCHOOL, 
STATEN IsLAND.—Dr. Paul H. Hoch, Com- 
missioner of Mental Hygiene, has announced 
the appointment of Dr. Max Reiss of Great 
Britain as director of research at Willow- 
brook State School, Staten Island. 

Dr. Reiss will organize and direct a new 
unit to conduct research in mental retarda- 
tion, combining the techniques of clinical 
psychiatry, biochemistry and endocrinology. 
The unit will be made up of scientists from 
several disciplines. 

A noted psycho-endocrinologist, Dr. Reiss 
has been active in research work for the past 
18 years. He is a fellow of the Royal So- 
ciety of Medicine ; vice-president and found- 
ing member of the Psycho-Endocrine Asso- 
ciation; a founding member of the Society 
for Endocrinology; and a member of the 
Royal Medico-Psychological Association, the 
Biochemical Society, British Medical Asso- 
ciation, and Society for Experimental Bi- 


ology. 


EASTERN Group PsyYCHOTHERAPY So- 
CIETY.—The final meeting in the series deal- 
ing with sources of conflict in contemporary 
group psychotherapy will be held by the 
Eastern Group Psychotherapy Society on 
Friday, April 18, at 8:30 p. m., at the New 
York Academy of Science, 2 East 63rd 
Street, N. Y. C. 
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Conflict around the place of psychoanaly- 
sis in the group will be discussed by Milton 
M. Berger, M. D.; that around the concept 
of group dynamics will be presented by 
Emanuel K. Schwartz, Ph. D.; Asya Kadis 
will speak on the alternate meeting; and 
William Furst, M. D., will compare homo- 
geneous and heterogeneous groups. The 
meeting is open to the professional public. 


AMERICAN Board OF PsyCHIATRY AND 
Nevuro.ocy, INc.—It is the intention of the 
American Board of Psychiatry and Neu- 
rology, Inc. to undertake Special Foreign 
Certification of physicians who are not resi- 
dents of the United States or Canada, not 
holding licensure for the practice of medi- 
cine in those countries and not contemplating 
medical practice in those countries, by a 
certifying examination after completion of 
prescribed fequirements. For details and 
regulations, write to the Secretary-Treasurer, 
American Board of Psychiatry and Neurol- 
ogy, Inc., 102-110 Second Avenue, S. W., 
Rochester, Minn. 


ErNEst JONES.—The death of Ernest 
Jones on February 11 removes the last of 
the original members of Freud’s inner circle, 
and the world’s most prominent exponent of 
psychoanalysis. He was in his eightieth year. 

Only last year he completed his monu- 
mental biography of Freud. Particularly 
striking was the fact that in the third volume 
he could describe so realistically the progress 
of the disease in Freud’s last days, himself 
suffering from the same malady as that which 
took the life of the man to whom he had 
given such devoted service. 

A more extended memorial of Ernest 
Jones will appear in a later issue of this 
JouRNAL. 


FirtH INTERNATIONAL CONGRESS OF IN- 
TERNAL MEDICINE.—The world’s largest in- 
ternational gathering of scientists and cli- 
nicians concerned with internal medicine 
will take place in Philadelphia on April 
24-26 at the Fifth International Congress of 
Internal Medicine. Dr. T. Grier Miller, 
Philadelphia, the Congress President, re- 
ports that in addition to America’s leading 
internists, 81 foreign speakers representing 
27 other nations will participate in the Con- 
gress’ scientific program. Among these will 
be leading physicians from the Soviet Union, 
Czechoslovakia, Hungary, Rumania, and 
Poland. In announcing their participation, 
Dr. Miller said, “We are particularly pleased 
at the acceptance by these physicians of our 
invitation to join us at this International 
Congress. Their participation emphasizes 
that medical science knows no geographical 
or political barriers. It also represents im- 
mediate voluntary and professional imple- 
mentation of President Eisenhower’s invi- 
tation given in his recent State of the Union 
Message to the Soviet Union to join with us 
in cooperative medical research for the bet- 
terment of the health of mankind throughout 
the world.” The speakers from the Soviet 
Union will deal particularly with cardio- 
vascular disease. 

The scientific program will feature a num- 
ber of panels and symposia, dealing with 
anticoagulant therapy, cardiac diseases, 
vascular diseases, hematology, the medical 
aspects of cancer, synthetic steroid com- 
pounds used in rheumatoid arthritis, gastro- 
enterology, endocrinology and diabetes, 
cardio-vascular surgery, current manage- 
ment of tuberculosis and rehabilitation. 

There will also be special lectures by 
world-renowned speakers. 

For further information write Mr. E. R. 
Loveland, Secretary-General, Fifth Inter- 
national Congress of Internal Medicine, 4200 
Pine St., Philadelphia 4, Pa. 
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Tue NeuROLOGIC AND PsyYCHIATRIC ASPECTS OF THE 
Disorpers or Acinc. Proceedings of the As- 
sociation for Research in Nervous and Mental 
Disease, Vol. XXXV, 1955. Edited by Joseph 
Earle Moore, M.D., H. Houston Merritt, 
M.D., and Rollo J. Masselink, M.D. (Balti- 
more: Williams & Wilkins Co., 1956, pp. 307, 
79 Ill., 17 Tables. $8.50.) 


The scientific advances of the past half century 
have resulted in a substantial addition to the aver- 
age life span. Accordingly, there has been a cor~ 
responding increase in the proportion of the popula- 
tion over 65. With this growing aging population 
long term disorders, especially those classed as de- 
generation in origin, have taken on an added sig- 
nificance. For these are the major diseases of old 
age. Furthermore, the most dramatic and cata- 
strophic episodes result from tissue collapse in- 
volving chiefly the vascular and nervous systems. 

The current volume is a verbatim record of 
deliberations of 25 top ranking authorities as they 
critically analyzed the present concepts of the neu- 
rologic and psychiatric aspects of the disorders of 
aging. 

The reader will find here the views of Lansing 
on the “Biology of Aging of Cells.” Paul Weiss 
describes “The Life History of the Neuron.” 

Detailed comments on “Brain Metabolism” and 
“Blood Flow” by Harold E. Himwich, Williamina 
A. Himwich, and Seymour Kety offer recent ex- 
perimental data of basic importance. 

In the carefully dccumented report by Joseph M. 
Foley, “Hypertensive and Arteriosclerotic Vascular 
Disease of the Brain in the Elderly,” sharp issue 
is taken with the current interest in “little strokes.” 
According to Foley, the practice of explaining a 
number of obscure clinical problems, such as a drop 
in blood pressure or a confusional episode or a 
gradual dementia as the result of a “little stroke,” is 
a grave disservice for the patient. In truth, “little 
stroke” is a symptom and appears when a patient 
has had a lacunar infarct. 

Warren Andrew presents a chapter on “Structural 
Alterations with Aging in the Nervous System.” 
Evidence of nerve cell degeneration and the tend- 
ency to repair is presented together with a number 
of excellent photographs. It should be added that 
some difference of opinion appears in the discussion 
of the significance of the morphological changes 
within the cells as interpreted by Andrew. 

Contributions by I. Lorge, Clive McCay and 
Malamud with those of MacDonald Critchley and 
Howard Rusk add to the value of this report. 

The final chapter is a panel discussion on “The 
Physician’s Contribution to the Role of Older 
Persons in Society” with D. Ewen Cameron as 
chairman, and several top ranking authorities who 
discuss particular phases of the place and influence 


of older people in society, and how the elderly may 
be guided by understanding physicians. 

The comments by J. S. Tyhurst and D. S. Sargent 
on “Retirement” are especially illuminating. 

The careful reading of the small volume is a re- 
warding task. It is highly recommended. 

Epwarp L. Bortz, M.D., 
Philadelphia, Pa. 


TREATMENT OF Heart Disease: A CLINICAL Puysio- 
Locic ApproacH. By Harry Gross and Abra- 
ham Jezer. (Philadelphia & London: W. B. 
Saunders Company, 1956.) 


It was difficult to review this excellent book. 
Everytime it was shown to a doctor he wanted to 
borrow it for a “few days” (which meant a few 
weeks). This occurred and with good reason three 
or four times. 

As the title indicates, this book deals with much 
more than treatment. It includes physiology, symp- 
toms, and diagnosis as well, all in an understandable 
language with absolute lack of padding. It is per- 
haps equally suited to general practitioners and 
specialists. If anything it favours the general 
practitioner. 

The first chapter is on physiology. It discusses 
the various methods of measuring cardiac output, 
very briefly and clearly gives the author’s opinion 
of each method. This principle is followed through- 
out the book. This chapter does not go into the 
causes of hypertrophy and dilatation. It deals only 
with the points that bear on failure. The discussion 
on forward vs backward failure is interesting but 
complicated showing that neither is 100% true. 
Physiology reappears all through the book. 

The discussion on digitalis is full but concise. It 
occupies a whole chapter as does quinidine. 

The fourth chapter, 38 pages, deals with the 
“arrhythmias.” The treatment of paroxysmal 
tachycardia occupies over 9 pages. It is detailed 
and tells the various successive measures to take, 
followed by a summary. The summary of the 
handling of a case of rapid arrhythmia is especially 
practical. 

Every general practitioner should read the chapter 
on the treatment of congestive failure. The three 
important factors in the treatment are digitalis, 
salt restriction and mercurial diuretics, other meas- 
ures are only of slight help. 

There is a valuable chapter on diet, with many 
menus of various low salt diets with recipes. It sug- 
gests that salt restrictions are overdone in practice. 
The first sentence in the failure summary is, “A 
special diet is required by a small portion of cardiac 
subjects, a salt restricted diet for those in heart 
failure and an almost salt free diet for those with 
severe hypertension.” With improvement it recom- 
mends increasing from 0.5 to I mg dict to a 2.5 one. 
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Failure to make this increase often results in in- 
anition resembling cancer. 

The chapter on hypertension recommends Apreso- 
line and Rauwolfia as the safest combination of drug 
therapy, only however for selected cases. It con- 
cludes the summary of treatment by stating that 
“where there is no response to medical care, reas- 
surance, rest, etc., diet (low sodium) and autonomic 
blocking agents may be prescribed with benefit.” 

Chapter 9 on hypertensive and arteriosclerotic 
heart disease is complete and detailed. 

In the chapter on rheumatic fever, the authors do 
not express their opinion of the comparative value 
of salicylate and steroid therapy. The important 
indications for mitral commissurotomy are advanc- 
ing disease with failure or near failure, evidences 
of high pulmonary pressure (haemoptysis, dyspnoea, 
acute pulmonary oedema, dilated pulmonary artery, 
etc.) as well as evidence of high pulmonary capillary 
pressure on catheterization which is recommended 
when the above evidences are absent or uncertain. 
The contraindications to operation mentioned are: 
(1) Well marked mitral insufficiency, (2) Large 
left ventricle, especially with mitral systolic murmur, 
(3) Aortic valve disease, (4) Active rheumatic in- 
fection, (5) Myocardial insufficiency, (6) Subacute 
bacterial endocarditis. The postoperative treatment 
is most detailed and comprehensive. Left pleural 
effusion is not mentioned. 

It is a little disappointing that in the discussion 
on valvular disease there is no separate space given 
to iricuspid stenosis. 

Modern laboratory methods (angiocardiography, 
arteriography, (aorta and peripheral arteries) and 
cardiac catheterization are discussed and their diag- 
nostic use evaluated, especially in congenital heart 
disease which is covered in a rational and lucid 
fashion. 

The remainder of the book deals with heart 
disease in pregnancy, cardiac trauma, the heart in 
hypo- and hyperthyroidism, and beriberi, neuroses 
(effort syndrome) and various problems of re- 
habilitation. 

This is a very satisfactory book on the treatment 
of heart disease and is to be highly recommended. 

Joun A. Oute, M.D., 
Toronto, Ont. 


PsYCHOPHARMACOLOGY. Edited by Nathan S Kline. 
(Washington D. C.: American Association for 
the Advancement of Science, Publication No. 
42, 1956. $3.50.) 


This book, with a foreword by Winfred Over- 
holser, consists of discussions of a number of studies 
of clinical effects of ataractic drugs together with 
a brief consideration of the action of certain psycho- 
tomimetic agents. Thus there are three papers 
on clinical applications of chlorpromazine—one by 
Lester Margolis, Ames Fischer, Robert N. Butler, 
and Alexander Simon, another by Vernon Kinross- 
Wright, and one by Anthony A. Sainz. Sainz also 
has a paper on considerations of the cerebral action 
of reserpine. Nathan Kline and A. E. Bennett 
report their respective therapeutic investigations 


using reserpine. Leo Hollister, Leo Traub, and 
Wallace Bechman describe a study they made of 
the actions of reserpine and chlorpromazine using 
the technic of double-blind controlled studies, while 
Herman Denber and Sidney Merlis present in- 
vestigations on antagonism between effects of mesca- 
line and chlorpromazine. An interesting paper by 
Frederick H. Myers deals with the pharmacology 
of chlorpromazine, reserpine, and related drugs, 
and the volume is concluded with a chapter by 
Murray E. Jarvik on the mechanism of action of 
lysergic acid diethylamide, serotonin, and related 
compounds. Discussions follow each of the groups 
of papers. These have been edited in such a way as 
to reflect some of the lively impact of the sympo- 
sium which was organized by the Medical Sciences 
Section of the American Association for the Ad- 
vancement of Science and The American Psychi- 
atric Association in 1954. __ 

The work reported is therefore three years old 
and many rapid advances have taken place in psy- 
chopharmacology since. This is especially so in 
connection with mechanisms of action of drugs such 
as LSD and serotonin, about which a number of 
papers have appeared in the last two years. There 
have also been many further clinical reports of the 
action of reserpine, chlorpromazine, and other 
tranquilizers. In connection with studies in this 
volume, one is struck with the fact that most of them 
did not involve double-blind procedures but con- 
sisted of giving patients tranquilizing drugs and 
observing their behavior before, during, and after 
medication. One wishes for more adequate placebo 
controls and rating scale evaluations. Several of 
the papers suggest the view that apparently schizo- 
phrenia, even of long-standing, may be modified di- 
rectly by the drugs aside from their action in de- 
creasing anxiety and in making disturbed ward pa- 
tients more manageable. The greater accessibility 
of patients to psychotherapy and other forms of 
treatment, following administration of chlorproma- 
zine and reserpine, is the major contribution of 
these tranquilizers. 

The volume is small and readable. It will also 
prove to be historically interesting since it contains 
articles by some of the early contributors to the 
field of psychopharmacology, a subject which seems 
destined to play a considerable role in psychiatric 
medicine in the coming years. 

Hupson Hoacranp, Pu.D., 
Worcester Foundation for 
Experimental Biology, 
Shrewsbury, Mass. 


THe ANNUAL Survey OF PsycHoANALysis. Vol. III. 
Edited by John Frosch. (New York: Inter- 
national Universities Press, pp. 682. $10.00.) 


An annual survey must first be judged by the 
selection it makes. A close adherence to the origi- 
nal concepts evolved by Freud, the salient feature of 
the present volume, is discernable in the likemind- 
edness of the authors and the homogeneity of the 
material covered. 

However, psychoanalysis can no longer be identi- 
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fied with the writings of this one group of psycho- 
analysts regardless of its size. Other groups, 
building on Freud’s fundamental discoveries, have 
continued empirical inquiry and the necessary re- 
fomulation of Freud’s theories much the same way 
as Freud himself had continuously reformulated his 
own concepts. Which of these diverse developments 
will prove more scientific and fruitful remains to 
be seen. 

Within the self-imposed but not stated limita- 
tions, however, the volume has been well prepared 
and presented. The topic divisions such as Critique 
and Methodology, Ego Psychology and Instinct 
Study, Clinical Studies, Psychoanalytic Therapy, 
etc. are well conceived, and the relationship of 
material in the various categories established with- 
out unnecessary overlapping. 

The editors have presented not merely an abbre- 
viation or synopsis of the original publications, but 
have mastered the contents and then reformulated 
them into a unified whole. The reader thus is able 
to get the feeling of the original article. 

The book is free from obscurities; the style 
highly readable. Where different authors partici- 
pate, they are not all even, but the general level of 
presentation is excellent. An excellent reference 
book, this volume fills the need for a digest of this 
particular segment of psychoanalytic literature. 

Henriette R. Kern, M.D., 
New York City. 


CuLture, PsycHIATRY AND HUMAN VALUES: THE 


METHODS AND VALUES OF A SOCIAL PSYCHIATRY. 
By Marvin K. Opler. Foreword by Thomas 
A. Rennie. (Springfield, Ill.: Charles C 
Thomas, 1956. 260 pp. $6.00.) 


This is a tightly-written study in which both its 
author and the social sciences can justly take pride. 
Combining rigorous scholarship and philosophical 
breadth, it integrates psychiatry and anthropology, 
taking the best from each and weaving them to- 
gether into a theoretical framework of great 
strength and insight. 

Dr. Opler has an extraordinary command of 
the literature; he is also experienced in the clinic 
and the field. This experience and understanding 
leaves him unsympathetic to exaggerated claims of 
the significance of “determinants” or to any other 
form of naive reductionism. 

He rejects abstraction as impossible, for in his 
view elements are incapable of retaining their iden- 
tity once removed from their fields: “the great 
danger ... is to so abstract the individual from 
his meaningful cultural background that he ceases 
to be a responsive or live subject.” 

It follows that he also rejects polarity between 
personality and culture, and sees one simply as an 
aspect of the other: the forest is defined by its 
trees, and the tree can be understood only as a 
forest tree, defined by its place in the forest. Per- 
sonality and culture therefore become merely 
different loci in one field where the observer him- 
self, with his own background and interests, is also 
a factor. In this Opler resembles Sapir who wrote: 


“These two poles of our interest in behavior do 
not necessarily make use of different materials; it 
is merely that the locus of reference is different.” 

In this system, in spite of “the fear, in social 
science and psychiatry, of dealing with values- 
systematizations, as if man were merely the prey 
of irrational and psychological forces,” values are 
inescapable, and if we ban them at the front door, 
we admit them unavowedly and therefore uncriti- 
cally at the back-door. 

In the reviewer's opinion, the passages on cul- 
tural influences in psychosis are the weakest in 
this book, though this is no reflection on Dr. Opler, 
for available data are unsatisfactory. For example, 
latah exists, but field acquaintance with it reveals 
something far more variable and complex than 
published accounts suggest. Similarly, we know 
windigo not so much from Algonkian definition as 
from European definition, the two being different. 
As for arctic hysteria, I doubt that it has any 
existence apart from our literature. What we need 
is first-hand, detailed accounts of psychosis in 
preliterate societies—and soon, before these tribes 
are gone. 

EpmMuNpD CarpENnTER, PH. D., 
Department of Anthropology, 
University of Toronto 


oF JoHNS Hopkins, THE MAN AND His 
MEN. By Samuel James Crowe, M. D. (Spring- 
field, Ill.: Charles C Thomas; Oxford Eng.: 
Blackwell Scientific Publications Ltd.; To- 
ronto: The Ryerson Press, 1957.) 


William Stewart Halsted (1852-1922) was one 
of the “Four Doctors” who founded the Johns Hop- 
kins Medical School that revolutionized medical 
education in America. This group—Welch, Osler, 
Halsted and Kelly—together with a number of 
hand-picked associates constituted an unrivalled 
galaxy of talented men who were responsible for 
the period that Flexner called the “Heroic Age of 
Medicine.” It embraced the decades on either side 
of the turning from the 19th to the 20th century. 

Dr. Crowe was a member of Halsted’s staff from 
the time of his graduation in medicine in 1908, and 
had intimate knowledge of the men in the depart- 
ment of surgery that the Chief had built up. He 
was therefore eminently fitted to write not only 
about Halsted but also about the remarkable group 
that he surrounded himself with. The death ot 
Dr. Crowe, who was professor emeritus of laryn- 
gology and otology, occurred only a fortnight after 
he had completed the manuscript of this book. 

Having been a part of the Hopkins medical 
faculty throughout his professional career the au- 
thor was able to draw on his personal knowledge 
for details, significant and often extraordinary, in 
the lives and work of his associates during those 
early pioneer days. His book makes fascinating 
reading. 

The founding of the Johns Hopkins University, 
the Johns Hopkins Hospital and the School of 
Medicine was provided for by Mr. Johns Hopkins, 
a Baltimore merchant, in the will he signed in 1870. 
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Thus for the first time in America medical educa- 
tion became an integral part of a university pro- 
gram. The foresight of Mr. Hopkins in this plan- 
ning is especially noteworthy. 

When 29 years old Halsted, then on the staff of 
the College of P. and S. in New York after 2 years 
postgraduate study in Europe, performed what the 
author says was “probably the first successful direct 
blood transfusion in America.” His sister was in 
a state of collapse from post-partum haemorrhage. 
Drawing blood from one of his own veins, he in- 
jected it into hers. “This was taking a great risk,” 
he wrote in one of his letters, “but she was so 
nearly moribund that I ventured it, and with prompt 
results.” His first gall-stone operation was done a 
year later. The case was that of his mother who 
was in a serious condition. After the consultants 
failed to take action, the youthful Halsted decided 
to act. He opened the pus-filled gall bladder and 
removed 7 stones. The patient recovered. 

From his work in New York hospitals, Halsted 
was called to Baltimore to work in the pathological 
laboratory of William H. Welch, the first medical 
officer appointed to the Johns Hopkins Hospital and 
Medical School. In 1890 Halsted was made surgeon- 
in-chief to the hospital and in 1892 professor of sur- 
gery in the medical school. It was soon apparent 
that his extraordinarily meticulous technique was 
superior to anything hitherto witnessed in Balti- 
more. 

Halsted knew how to pick his assistants, and, once 
appointed he left them pretty well on their own. 
John M. T. Finney, his earliest assistant, who be- 
came one of America’s most eminent surgeons, re- 
ported that from his first day on duty until Halsted’s 
death 33 years later the Chief never said a word to 
him about what he wanted him to do, or how he 
wanted it done. 

Crowe reports that of the 238 surgeons trained 
by Halsted only 99 are in private practice, the re- 
mainder being in full-time university work. 

When Harvey Cushing, a Harvard graduate in 
medicine, applied for a position on Halsted’s staff 
in 1896, the Chief told him that if he cared for a 
place before autumn he could probably take him on, 
but thereafter only Hopkins graduates would be 
accepted. Cushing came, and Halsted had no reason 
to be sorry. 

Early he began to select men on his staff to de- 
velop various sub-departments of surgery. Joseph 
C. Bloodgood was the first. To him Halsted as- 
signed the task of a thorough and systematic study 
of all tissues removed at operation. Thus originated 
the specialty of surgical pathology. “Later in his 
apparently casual way Halsted steered Baetjer into 
roentgenology; Cushing and then Dandy into 
neurosurgery; Young into urology; Bear into 
orthopedics and Crowe [author of this book] into 
otolaryngology.” 

Three things in special are to be said about Hal- 
sted in relation to his men: 1. Like the sculptor who 
sees in the marble the figure that is to emerge under 


his hand, Halsted’s uncanny insight recognized 
among his juniors the men who would excel; 2. 
His marvellous technique and surgical example set 
for his assistants an exceptional pattern that they 
were bound to follow; 3. He rejoiced in their suc- 
cess and their eminence and paid full tribute to their 
achievements. For example, Hugh Young had be- 
come known for his skilful technique in perineal 
prostatectomy. Seeking Halsted’s advice one day 
as to the advisability of operation in a case of can- 
cer of the prostate, the Chief not only supported his 
proposal but served as Young’s first assistant at the 
operation. At a national urological meeting, a New 
York doctor remarked, “The prostate makes most 
men old, but it made Hugh Young.” 

A major feature of surgical instruction at Hop- 
kins was a course in experimental surgery on ani- 
mals. Halsted initiated this course and gave it to 
the first class enrolled in their third year (1895). 
This experimental course was later turned over to 
Cushing who conducted it brilliantly. The example 
was soon followed in other medical schools. Dr. 
Crowe describes Cushing as “a perfectionist in 
every sense of the word—a true disciple of Halsted 
and a master technician.” He was Cushing’s resi- 
dent for several years and found him, as did others 
who had worked with him, a hard task-master. 

Chapters in this book are devoted to the various 
members of Halsted’s staff. Special accounts are 
also provided of certain of Halsted’s more important 
operative procedures. 

The men whom he started on their careers 
reached the top of their new and specialized pro- 
fessions. Young is the father of urology as Cush- 
ing is the father of neurosurgery. Similarly, Baer 
pioneered in orthopedic surgery and Baetjer pio- 
neered in radiology. That was in the early days 
when the dangers of exposure to X-rays were not 
understood. In consequence, Baetjer lost an eye 
and most of his fingers and developed malignancy 
of the axillary glands. He died at 59 a martyr to 
science. 

An entertaining incident occurred at a Medical 
Board meeting (1912) when Halsted proposed com- 
bining laryngology and otology in one department 
under Samuel Crowe, a member of his staff but who 
was only 4 years out of medical school. Halsted had 
not consulted the senior men, who were doing the 
work in these two clinics. Howard Kelly was 
annoyed. He pounded the table in vigorous disap- 
proval, whereupon Halsted began a profuse, slightly 
histrionic apology for his rash action. He kept on 
apologizing, but without withdrawing his recom- 
mendation, till Kelly again interrupted—‘Halsted, 
stop it. I’ll vote for it.” 

Alfred Blalock, who succeeded Halsted as pro- 
fessor of surgery and who had persuaded the au- 
thor to write this absorbing story of the Heroic 
Age of Medicine at Johns Hopkins, writes the 
Preface, and to him Dr. Crowe wished to dedicate 
his book. It is illustrated. 
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IN MEMORIAM 


MELVIN MAYNARD JOHNSON, A.B., LL. D., 1871-1957 


The death of Melvin Maynard Johnson on 
December 18, 1957, brought to a close the 
life of a great American. He was a born 
leader who dedicated his unusual talents to 
the promotion of human welfare. And his 
passing will be mourned most deeply by a 
million Scottish Rite Masons in North 
America and by thousands of psychiatrists 
and mental health workers in the United 
States and Canada. 

Thanks to the vision and courage of Mel- 
vin Johnson, there was developed in 1934 a 
partnership between Scottish Rite Masonry 
and American psychiatry—a partnership that 
has made possible signal advances in our 
understanding of the nature of schizo- 
phrenia—and a partnership that promises to 
be still more fruitful in the years that lie 
ahead. 

The story of this partnership is of inter- 
est to those of us who look to research to 
solve eventually many of the problems that 
confront us in psychiatry and in medicine 
generally. Briefly, this is the story. 

In 1933, Melvin Johnson, a distinguished 
Boston lawyer became the Sovereign Grand 
Commander of the Scottish Rite Masons of 
the Northern Jurisdiction of the United 
States. Shortly after he assumed his new 
responsibilities, he made a study of the ways 
in which the benevolent funds of his Juris- 
diction were being spent. This study re- 
vealed that worthwhile projects were being 
financed but that more could be done to pro- 
mote human welfare if he could discover a 
major project that might be of significance 
to mankind throughout the world. In his 
search for such a project he consulted repre- 
sentatives of the National Committee for 
Mental Hygiene (now the National Associa- 
tion for Mental Health). He asked these 
representatives such questions as the follow- 
ing: “What is the greatest problem in your 
field?” The answer was dementia praecox. 
Then he asked “What is the degree of preva- 
lence of dementia praecox?” The answer 
was to the effect that approximately 25% of 
all occupied hospital beds in North America 
were filled with individuals suffering from 


this disability. Commander Johnson then 
asked the proportion of cases that got better. 
The answer was from 10 to 15%, or even 
less. Then he asked “What do we know 
about the intrinsic nature of dementia 
praecox?” The answer was “very little.” 
He posed another question: “Is not de- 
mentia praecox a major field for research?” 
The answer was “yes, but that no disability 
in the entire field of medicine was more com- 
plex and that research to be effective must 
be of long duration and must entail investi- 
gative studies from many angles.” 

It is a measure of the stature of Melvin 
Johnson that the magnitude of the problem 
of dementia praecox and the difficulties in- 
volved in research whetted his appetite for 
action, and he made the following proposals : 
1. that there be set up a Committee on Re- 
search in dementia praecox sponsored by 
The Supreme Council 33° Scottish Rite 
Northern Masonic Jurisdiction, U.S.A., un- 
der the auspices of the National Committee 
for Mental Hygiene; 2. that this Committee 
be composed of outstanding men represent- 
ing psychiatry and allied disciplines, together 
with representatives from the Supreme 
Council 33° Scottish Rite Northern Masonic 
Jurisdiction ; 3. that an able psychiatrist be 
appointed as field director on a part-time 
basis to travel throughout North America to 
discover promising research projects in suit- 
able settings that needed additional funding 
and that might be considered by the Com- 
mittee on Research in Dementia Praecox ; 
4. and that he (Melvin Johnson) would at- 
tempt to get the consent of his colleagues in 
the Supreme Council to vote annual grants 
to be expended by the Committee on Re- 
search in Dementia Praecox. 

These proposals of Melvin Johnson were 
implemented within a matter of weeks. Dr. 
Arthur Ruggles became the first chairman 
of the Research Committee to be followed 
a number of years later by Dr. Winfred 
Overholser. The first field director was Dr. 
Nolan Lewis, and he was succeeded later 
by Dr. William Malamud. 
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It became the policy of the Committee to 
expend its resources in such a way that an 
impetus would be given to the funding of 
many promising projects with individual an- 
nual grants not to exceed from six to eight 
thousand dollars. Because of the intensive 
appraisal of each project, other donors were 
attracted to support the research undertak- 
ings that commended themselves to this Com- 
mittee on Research in Dementia Praecox. 
In other words, the annual grants from 
Scottish Rite were essentially for pump 
priming—pump priming that has attracted 
many millions of dollars during the last 24 
years. 

At the present time, the Committee on 
Research in Dementia Praecox is funding 
27 projects. Over the years, it has funded 
62 projects, at a total cost of $1,365,000.00. 
With the election of Judge George E. Bush- 
nell in 1954 to succeed Melvin Johnson as 
Sovereign Grand Commander of the North- 
ern Jurisdiction, the annual appropriation 
was augmented. In 1958, $125,000 will be 
expended ; and Judge Bushnell is securing 
the partnership of Scottish Rite Masons of 
the Southern Jurisdiction of the United 
States and of Canada as well—with a total 
membership of a million men in North 
America. These men, as they become more 
interested in research in schizophrenia are 
a great existing and potential force in for- 
warding progress in the whole field of mental 
health. 

The Committee on Research in Dementia 
Praecox (now the Committee on Research 
in Schizophrenia) has discovered that there 
are tremendous advantages in having a Com- 
mittee composed of both scientists and lay- 
men. The laymen raise pertinent questions 
that keep the scientists on their toes in the 
appraisal of research projects. Melvin John- 
son was right when he proposed a genuine 
partnership with Scottish Rite, rather than 
Scottish Rite merely granting funds for 
research. 

The research funded by the Committee 
has centered largely on genetics, on child 
growth and development, and on the biologi- 
cal and psychological sciences as regard to 
the disease (schizophrenia) itself as it has 
already developed. Significant contributions 
have been made to the fundamental sciences 


that have relevance, not only to schizo- 
phrenia, but to medicine generally. While 
the riddle of schizophrenia of course has not 
been solved, great forward steps have been 
made in regard to a better understanding of 
this condition, and promising leads for fur- 
ther research have been opened up. Unques- 
tionably, the Committee has played a promi- 
nent role in fostering this progress. 

At a recent meeting of the Committee, 
Melvin Johnson referred to his own con- 
tribution in these words—‘I was building 
a foundation. I was not building the build- 
ing itself and it is you, my successors, who 
are building the building and making the 
people conscious of what we are doing and 
how they should share.” 

This great American was born in Wal- 
tham, Mass. May 11, 1871, the son of 
Byron B. Johnson, the first mayor of the 
City of Waltham. He graduated in law 
from Boston University Law School in 1895. 
He became Professor at Boston University 
Law School in 1920-1935 ; Dean, 1935-1942; 
and Dean Emeritus, 1942. He was honored 
with the degree of LL.D. from the Uni- 
versity of Vermont in 1936. He also re- 
ceived honorary degrees from Marietta Col- 
lege (Ohio) in 1941; Illinois Wesleyan Uni- 
versity in 1949; Tufts College in 1949; and 
from Boston University. In addition, he 
was elected a Fellow of the American Acad- 
emy of Arts and Sciences in 1938, and an 
Honorary Member of The American Psychi- 
atric Association in 1940. Melvin Johnson 
was also a member of the Board of Direc- 
tors of the National Association for Mental 
Health. 

He died at his home in Boston, Mass., 
on Wednesday, December 18, 1957. He 
had been in failing health following a 
heart attack which hospitalized him in Lon- 
don, England, in late March as he and his 
wife were beginning a vacation in Europe. 

The passing of Melvin Johnson is a re- 
minder of what psychiatry owes to such lay- 
men as Clifford Beers and himself. The 
work of both men lives after them. They 
built, not alone for today, but for future 
generations. The world is richer for their 
living. 

CLARENCE M. Hincks, M.D., 
Toronto, Canada. 
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How does soceal posetion affect treatment 


of the mentally ill? READ... 


SOCIAL CLASS 
and 
MENTAL ILLNESS 


By August B. Hollingshead, Ph. D., 
and Fredrick C. Redlich, M. D.; 
both of Yale University. 


A unique report based on 10 years of investigation into the relationship between 
social stratification and mental illness in the urbanized community of New Haven, 
Connecticut. The authors have found that a rather rigid five-tier class structure exists 
within their community, and that each class exhibits definite types of mental illness. 
Furthermore, each class reacts to the presence of mental illness in its members in 
different ways, and the treatment of psychiatric patients within the various classes 
differs accordingly. 


The book describes in detail: social structure, psychiatric patients in treatment, 
the institutions and psychiatrists who treat them, and how social class affects both 
psychotherapists and patients. It also offers recommendations for improving socially 
determined shortcomings of psychiatric practice. 


Get significant information on... 
@ Value differences between high status psychiatrists and lower status patients 
@ The tendency to use organic therapy (lobotomy, shock, etc.) 


@ The division of neuroses into seven types, and the percentages of patients by class 
for each type 


@ Who pays how much for what 
@ Two kinds of mobile neurotics-—the climber and the strainer 


@ The gap existing between psychiatric and social science theories 


1958. 442 pages. $7.50. 


Send for an examination copy. 


JOHN WILEY & SONS, Inc. 440 Fourth Ave. New York 16, N.Y. 
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HELP PSYCHIATRIC PATIENTS TALK 


“,..it has been found most valuable in helping the 


patient to express himself during psychotherapeutic 


interviews. 


10 to 15 minutes before interview 


hydrochloride 
(methylphenidate hydrochloride CIBA) 


SUPPLIED: Multiple-dose Vials, 10 mi., 
each vial containing 100 mg. Ritalin hydro- 
chloride in lyophilized form, accompanied 
by a 10-mIi. vial of sterile solvent. 

ALSO AVAILABLE: Oral Ritalin in tablets 
of 5, 10 and 20 mg. 


*Waggoner, R. W.: Personal communication. 
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of action is rapid. The mental alertness of patients is a 
sharpened in as little as ae @ five minutes. f 
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MINIMIZE HAZARDS 
of E.C.T. 


Chloride brand Succinylcholine Chloride 


removes practically all 
the previous risks inherent 
in the treatment.” 


Confirming the contribution of ‘Anectine’ to safe E.C.T. therapy: 


1. Brody, J. 1. and Bellet, S.: Am.J.M.Sc. 233:40 (Jan.) 1957. 

2. Impastato, D. J. and Gabriel, A. R.: Dis.Nerv.System 18:334 (Jan.) 1957. 

3. Impastato, D. J. and Berg, S.: Am.J.Psychiat. 112:893 (May) 1956. 

4. Buckley, R. W. and Richards, W. L.: Ohio State M.J. 52:481 (May) 1956. 

5. Lewis, W. H., Jr.: Dis.Nerv.System 17:81 (Mar.) 1956. 

6. Moore, D. C. and Bridenbaugh, L. D., Jr.: Anesthesiology 17:212 (Jan.) 1956. 
7. Jacoby, J., et al.: J.Clin.& Exper.Psychopathol. 16:265 (Dec.) 1955. 

8. Newbury, C. L. and Etter, L. E.: A.M.A.Arch.Neurol.& Psychiat. 74:472 (Nov.) 1955. 

9. Newbury, C. L. and Etter, L. E.: /bid. 74:479 (Nov.) 1955. 
10. Impastato, D. J.: J.M.Soc.New Jersey 52:528 (Oct.) 1955. 
11. Lincoln, J. R. and Broggi, F. S.: New England J.Med. 253:546 (Sept.) 1955. 

12. Tucker, W. I., Fleming, R., and Raeder, O.: /bid. 253 :451 (Sept.) 1955. 

13. Rietman, H. J. and Delgado, E.: Dis.Nerv.System 16:237 (Aug.) 1955. 

14. Lewis, W. H., Richardson, D. J., and Gahagan, L. H.: New England J.Med. 252:1016 (June) 1955. 
15. Glover, B. H. and Roisum, B. H.: J.Nerv.& Ment.Dis. 120:358 (Nov.-Dec.) 1954. 

16. Salt C., Konikov, W., and Relyea, R. P.: Dis.Nerv.System 16:153 (May) 1955. 

17. Robie, T. R.: J.M.Soc.New Jersey 52:82 (Feb.) 1955. 

18. Schiele, B. C. and Margolis, P. M.: Minnesota Med. 38:1 (Jan.) 1955. 

19. Wilson, W. P., et al.: A.M.A.Arch.Neurol.& Psychiat. 72:550 (Nov.) 1954. 
20. Steven, R. J. M., et al.: Anesthesiology 15:623 (Nov.) 1954. 

21. Holt, W. L., Jr.: New York State J.Med. 54:1918 (July) 1954. 

22. Holmberg, G., et al.: A.M.A.Arch.Neurol.& Psychiat. 72:73 (July) 1954. 

23. Dewald, P. A., Margolis, N. M., and Weiner, H.: J.A.M.A. 154:981 (Mar.) 1954. 

24. Wilson, W. P. and Nowill, W. K.: A.M.A.Arch.Neurol.& Psychiat. 71:122 (Jan.) 1954. 

25. Moss, B. F., Jr., Thigpen, C. H., and Robinson, W. P.: Am.J.Psychiat. 109:895 (June) 1953. 

26. Holt, W. L., Jr., et al.: Confinia neurol. 13:313, 1953. 

27. Murray, N.: Texas Rep.Biol.& Med. 11 :593, 1953. 
28. Murray, N.: Confinia neurol. 13:320, 1953. 
29. Alexander, L., Gilbert, I. E., and White, S. E.: /bid. 13-325, 1953. 
30. McDowell, D. H., Rahill, M. A., and Tyndall, J. A.: J.Irish M.A. 31:240, 1952. 
31. Holmberg, G. and Thesleff, S.: Am.J.Psychiat. 108:842, 1952. 
32. Altschule, M. D. and Tillotson, K. J.: New England J.Med. 238:113 (Jan.) 1948. 


BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, N.Y. 
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‘Dexedrine’ “may function impressively 
as a specific adjuvant in psychotherapy.” 


J. Clin. & Exper. Psychopath. /8:159 (June) 1957. 


It is concluded that ‘Dexedrine’ “‘...does often speed up the therapeutic 
process.” 


‘Dexedrine’ “is useful in helping to establish physician-patient rapport, in 
breaking down rigid emotional patterns and in fostering a desirable experi- 
mental attitude in the patient.” 


‘Dexedrine’ is particularly helpful in assisting the patient “to make the impor- 
tant transition from vacillating thought to purposeful action.” 


EX E R | N tablets + elixir Spansulet capsules 


Smith Kline & French Laboratories, Philadelphia 


*T.M, Reg. U.S. Pat. Off. for dextro-amphetamine sulfate, S.K.F. 
+T.M. Reg. U.S. Pat. Off. for sustained release capsules, S.K.F. 
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NEW BOOKS in this field 


OBJECTIVE APPROACHES TO TREATMENT IN PSYCHIATRY. By Leo Alexander, Boston State Hosp. 
and Tufts Univ. Med. School. Analyzing each step of therapeutic action down to its least common 
denominator in such areas as: Nosology and diagnostic-prognostic features of mental disorders; 
Validation of experiences by statistics; Excitation and inhibition in the psychoses; Psychiatric 
electrotherapy; Drug therapy; Frontal lobotomy; Psychotherapy. (Amer. Lect. in Objective Psy- 
chiatry.) Pub. ’58, 112 pp., 28 il., Cloth, $4.50. 


THE MORAL THEORY OF BEHAVIOR (Third Printing). By Frank R. Barta, Omaha. “A New Answer 
to the Enigma of Menta! Illness” is the sub-title of this challenging little book which offers a 
new theory of behavior based on Aristotelian and Thomistic principles of philosophy and psy- 
chology. In reviewing the book, the Digest of Neurology and Psychiatry said “it has a religious 
emphasis for which there is ample room in the field of psychiatry.” Pub. ’57, 45 pp., 3 il., 
$2.00. 


ELECTRONIC INSTRUMENTATION FOR THE BEHAVIORAL SCIENCES. By Clinton C. Brown and Ray- 
ford T. Saucer, Veterans Adm. Hosp., Perry Point, Md. By presenting electronic theory, circuit 
design and a wide variety of instrumentation techniques, this book provides the features of 
both a text and a handbook. For research investigators in experimental psychiatry, psychophysi- 
ology, physiology and other fields where electronic instrumentation is employed for stimulation 
or measurement of response processes. To be Pub. ’58, 176 pp., 73 il. 


PSYCHIATRY AND THE CRIMINAL. By John M. Macdonald, Univ. Colo. Here is a practical guide to 
the psychiatric examination of the criminal or suspect. It delves into: origins of criminal 
behavior . . . interviewing the defendant . . . simulation of insanity . . . epilepsy, alcoholism 
and psychopathy ... the psychiatrist in the witness stand .. . treatment and punishment. 
Pub. '57, 244 pp., Cloth, $5.50. 


HYPNOGRAPHY. By Ainslie Meares, Melbourne. A study in the therapeutic use of hypnotic paint- 
ing, a unique new aspect in the treatment of mental illness. The hypnotized patient projects 
his conflicts in graphic form and the material thus obtained is used to help the patient to 
insight. The book contains reproductions of a large number of these paintings, furnishing 
dramatic evidence of the ventilation of unsuspected conflicts. Pub. 57, 288 pp., 385 il. 
Cloth, $7.75. 


MARRIAGE AND PERSONALITY: A Psychiatric Study of Inter-personal Reactions for Students and 
Laymen. By Ainslie Meares, Melbourne. A dynamic presentation of the factors of personality and 
how they operate in marriage. Effectively demonstrates how personality can be developed in 
the marriage relationship. This is neither a sex book nor a religious guide to marriage. 
Based on case histories, it explains how the inter-personal reactions and counterreactions of marri- 
age can work for the maturation of the personality. Pub. ’57, 168 pp., Cloth, $3.95. 


CHARLES C THOMAS e PUBLISHER 
301-327 East Lawrence Avenue @ Springfield @ Illinois 
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HELPS 
PALSIED 


PATIENTS 
“LIVE 


AGAIN™ 


COGENTIN 


METHANESULFONATE (BENZTROPINE METHANESULFONATE) 


rated the best single drug 
for the palsied patient’ 


COGENTIN is a trade-mark of Merck & Co., Inc. 


¢ Well tolerated and highly effective, COGENTIN 
“should be added to the treatment program of every 
patient with paralysis agitans.”’ * 

¢ COGENTIN gives maximal symptomatic relief in all 
types of parkinsonism—whether postencephalitic, 
idiopathic, or arteriosclerotic. 

¢ COGENTIN provides highly selective action such as 
no other current drug affords.” It is often of benefit 
in rigidity, muscle spasm, even in severe tremor.* 
The contracture of parkinsonism is relieved and 
posture is improved.* 

¢ With the help of COGENTIN, therapy with 
tranquilizers can often be continued in patients 

in whom trembling would otherwise force 
reduction or withdrawal.* 


As COGENTIN is long-acting, one dose daily may be 
sufficient. 

Supplied: as 2 mg. quarter-scored tablets in bottles 
of 100 and 1000. 


1. M. Clin. North America 38 :485 (March) 1954. 2. J.A.M.A. 162 :1031, 
1956. 3. J.A.M.A. 156 :680, 1954. 4. Yale J. Biol. & Med. 28 :308, 1955/56. 


MERCK SHARP & DOHME 


DIVISION OF MERCK & CO., Inc., PHILADELPHIA 1, PA. 
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OXFORD 


UNIVERSITY PRESS 


Coming Spring 1958 


A Search for Man’s Sanity 


The Selected Letters of TRIGANT BURROW 
With Biographical Notes 


Foreword by 


SIR HERBERT READ 


Trigant Burrow was one of the great pioneers in American psychiatry. His letters not 
only provide an authoritative record of the development of psychoanalysis in this country, 
but also reflect the earnest efforts of a generation to cope with man’s antagonisms and divi- 
sion. Among Dr. Burrow’s correspondents were such men as Sigmund Freud, D. H. Law- 
rence, John Dewey, Sherwood Anderson, Herbert Read, Havelock Ellis, Leo Stein, and 
Adolf Meyer. A Search for Man’s Sanity will be of interest to psychiatrists and psycho- 
therapists, to scholars in the behavioral sciences, anthropology, and social philosophy, and 
will appeal to the thoughtful lay reader. 640 pages tentatively $7.50 


Classic Oxford Books in Psychiatry 


HENDERSON AND GILLESPIE 


A Textbook of Psychiatry 


for Students and Practitioners 
Eighth Edition 
By SIR DAVID HENDERSON and IVOR R. C. BATCHELOR, Edinburgh 


The newest edition of this standard text incorporates every recent advance in a variety of 
fields, and includes much new material on epilepsy, paranoia, and schizophrenia. Brilliantly 
written and carefully organized, A Textbook of Psychiatry gives a sound, comprehensive 
survey of psychiatry as a whole for the student, general practitioner, and psychiatrist. 
1956 745 pages $10.00 


Psychiatrie Dictionary 


‘With Encyclopedic Treatment of Modern Terms 


Second Edition 
By LELAND F. HINSIE and JACOB SHATSKY 
800 pages $15.00 


OXFORD UNIVERSITY PRESS 
16-00 Potiirrt Drive, Farr Lawn, N. J. 


Please send me copies of 


OXFORD 
UNIVERSITY PRESS 
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THE INTERDISCIPLINARY 


Cy) 


IN THE 
LITERATURE 


a the correctness and usefulness cf his own paint of view in understand- 

e ing the ground rules of discovery and experiment. For productive work ; | 
q 


it is not only necessary to grope for a 2 | 

unifying theory, it is also necessary to tie together ; - 4 

into a working and productive unit those who specialize ane 

in a broad array of disciplines from mathematics to philosophy 
including biochemistry, psychology, sociology anthropology.” 


JACOB E. FINESINGER, Editor, 
J. Nerv. and Ment. Dis., 

Vol. 126, 

No. 1 


volume ' 3 
| 
4 
Jou 
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From the time of its first appear- 
ance as the Chicago Journal of Nerv- 
ous and Mental Disease in 1874, the 
editorial policy has been sensitive to 
the new and promising. 

Now under the editorship of Dr. 
Jacob E. Finesinger, the Journal of 
Nervous and Mental Disease wil! 
continue in this tradition to bring to 
practitioners of neurology and 
psychiatry, and to investigators in 
the fields of biology and medicine, 
scientifically sound and clinically 
useful mater'a!. 


Appropriately, the journal will be edited at The 
Psychiatric Institute of the University of Maryland 
School of Medicine, a research, training and teaching 
institute that aptly reflects an interprofessional 
approach to the study of human behavior. 


DR. JACOB E. FINESINGER 

Editor-in-Chief 
The Psychiatric Institute, U. of Md 
Professor of Psychiatry and Director of The 
Psychiatric Institute since its founding 1952. 
Author of some seventy papers on cerebral 
circulation, conditioned reflexes, autonomic 
nervous system, respiration, and endocrine 
studies in psychiatric disturbances. Clinical 
studies mclude psychiatric factors in atopic 
dermatitis, peptic ulcer, essential hypertension 
and fatigue. Particularly active in studying 
and developing methods and aids in teaching 
psychiatry. 


DR. H. A. ROBINSON 
Managing Editor 
The Psychiatric Institute, U. of Md 

Associate Professor of Psychiatry, The Psychi- 
atric Institute. Has been on faculty of Harvard 
and Yale Universities. _ Published in the fields 
of rehabili to ty, 
sociology and clinical psychology. 


DR. ROBERT G. GRENELL 
Associate Editor 
The Psychiatric Institute, U. of 
Professor of Psychiatric Research, The ‘Psychi- 
atric Institute. Formerly on faculty of Univer- 
sity of Minnesota and at Yale; formerly Fellow 
of U.S. Public Health Service, Johnson Founda- 
tion for Research in Medical Physics, Univer- 
sity of Pennsylvania, and at Jenkins Department 
of Biophysics, The Johns Hopkins University. 
Major publications in neurophysiology and 
neurochemistry. 


ADVISORY BOARD 


DR. RAYMOND D. ADAMS DR. MARIO GOZZANO 


Boston Rome 
DR. W. ROSS ASHBY DR. MANFRED S. GUTTMACHER 


wr 


was 


Gloucester, England 

DR. PHILIP BARD 
Baltimore 

DR. MANFRED BLEULER 
Burgholzli, Switzerland 
DR. MARY A. B. BRAZIER 
Boston 

DR. JEAN DELAY 

Paris 

DR. JOEL ELKES 

Bethesda 

DR. ANGEL GARMA 
Buenos Aires 

DR. WENDELL R. GARNER 
Baltimore 


Baltimore 

DR. D. O. HEBB 
Baltimore 

DR. ERNEST R. HILGARD 
Stanford 

DR. HANS HOFF 

Vienna 

DR. MAXWELL JONES 
Sutton, England 

DR. MAURICE LEVINE 
Cincinnati 

DR. NOLAN D. C. LEWIS 
Princeton 

DR. A. H. MASLOW 
Waltham 
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To do this the Journal will pre- 
sent and encourage a multidisciplin- 
ary approach. That is, in addition to 
publishing specific studies in such 
fields as psychiotry, nevrolouy, 
neurophysiology, clinical psychol- 
ogy, sociology, and biochemistry, 
the Journal will integrate these 
various disciplines. it willemphasize 
investigations that cross boundaries 
between professions that ore rele- 
vant tc the practitioner and his 


ceptual framework by which he 
can better understand his patient. 

Thus broadly conceived, the 
Journal will meet the challenge of 
our fimes, when new ideas and dis- 
coveries primari:y in the behavioral 
sciences are forcing us to re-evaluate 
our concepts of pehovior. 

You are invited now to subscribe 
to the Journal of Nervous and 
Mental Disease on the convenient 
terms stcted on the order card. 


work, In short, it will help the 
physician to develop a bread con- 


The newly formed Editorial Board of the Journal has been selected on 
an interdisciplinary basis. Each member has made significant con- 
tributions beyond the boundaries of his own profession. 


DR. ROBERT A. CLEGHORN DR. JAMES L. O'LEARY 


Psychosomatic Medicine Neurology 
Allan Memorial Institute of Psychiatr Washington University School of Medicine 
Director of Laboratory for Experimental Thera Professor of Neurology at Washington Univer- 


sity, St. Louis, where he has held teaching 
positions for twenty-five years. He has pub- 
lished approximately one hundred scientific 
articles, largely in neurological areas. 


peutics, Allan Institute, Montreal; Associate 
Professor of Psychology and Lecturer in Medi- 
cine, McGill University. Member of the edito- 
rial or advisory board of six professional 
journals. Chief fields of research include psy- 
chosomatic medicine, clinical endocrinology, 
carbohydrate metab m. Member of Commit- 
tee on Research, Saat Psychiatric Asso- 


DR. TALCOTT PARSONS 


ciation. ehavioral Science 
Horvard University 
DR JEROME D. FRANK Professor of Sociology and Chairman, Depart- oe 
Psychiatry - Group Therapy ment of Social Relations, Harvard University. a 
Henry Phipps Psychiatric Clinic Received a Ph.D. from Heidelberg in 1927, and Bape: 


Associate Professor of Psychiatry, Johns Hop- holds a number of honorary degrees. Has 


kins. Has written chiefly on psychotherapy and 
group psychotherapy. Chairman of the Com- 
mittee on Medical Education, Group for the 
Advancement of Psychiatry; Chairman of Com- 
mittee on Research, American Group Psycho- 
therapy Association. 


written widely in areas of social and economic Bet 
theory and social institutions. His writings Be 
include: Structure of Social Actions, The Social 
System, Essays in Sociological Theory. g 


DR. THOMAS S. SZASZ 
Psychoanalysis 

State University of New York 
Professor of Psychiatry, Stote University of ear.’ 
New York, Syracuse. Born in Budapest, he 
came to the U. S. in 1938 and received his 
M.D. from University of Cincinnati. A practic- 
ing psychoanalyst, Dr. Szasz has published 


- | 
widely in psychiatry and psychoanalysis, as 
well os psychosomatic medicine. His book Pain 
A was published by Basic Books in 


DR. ROBERT R. HOLT 
Behavioral Science 
Research Center for Mental Health, N.Y.U 
Associate Professor of Psychology, Director of 
Research Center for Mental Health, Graduate 
School of Arts and Sciences, New York Uni- 
versity. Has taught at Harvard, the Menninger 
Foundation, and University of Kansas. An 
active consultant to various scientific organiza- 
tions, and is an editor of a number of profes- 
sional journals. 


DR. JEROME K. MERLIS 
Baltimore 

DR. C. J. MUNCH-PETERSEN 
Karhus, Denmark 
DR. J. H. QUASTEL 
Montreal 

DR. JOHN R. REID 
Baltimore 

DR. DAVID RIESMAN 
hicago 

R. A. EARL WALKER 
Baltimore 


R. J. R. WITTENBORN 


New Brunswick 
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THE 


INTERDISCIPLINARY 
APPROACH... 


Outstanding articles in the January, 1958, issue of the JOURNAL OF NERVOUS 
AND MENTAL DISEASE 


THE NATURE OF APRAXIA 

By D. Denny-Brown 

= One of our foremost clinicians brings together problems of neurology and psychology. Dis- 
tinguishes between ideational and kinetic apraxia on the basis that the former is related to 
non-physiological aspects of behavior. 


ON THE PARTICIPATION OF ADAPTIVE HORMONES IN DISEASE SUSCEPTIBILITY 

By Hans Selye 

The most recent contribution to the field of adaptability to stress by a pioneer in that important 
area. 


THE SEVERELY DEFECTIVE INDIVIDUAL 

By Seymour B. Sarason and Thomas Gladwin 

A psychologist and anthropologist explore the relationship between psychoses and subnormal 
functioning. The first intensive study of this important area. 


SOME ASPECTS OF AMINO ACID AND PROTEIN METABOLISM OF THE NERVOUS SYSTEM 
By Dr. Heinrich Waelsch 

Deals with metabolism of nitrogenous compounds in the central nervous system. Of primary 
interest not only because of the role of amino acids in the formation of proteins and active 
amines (such as noradrenalin, seratonin, etc.), but also because of their possible major 
activity in the mechanisms of storage and transmission of information. 


A CATARACT OF CONSEQUENCES 

By Alan Gregg 

Read at the Dedication of the Psychiatric Institute, University of Maryland School of Medicine, 
Baltimore, 1952. This previously unpublished manuscript by Dr. Gregg is particularly appropri- 
ate to the inauguration of the new editorial policy of the Journal, in that it clearly reflects the 
multi-disciplinary point of view of this great educator. 


important papers read before the 1957 meeting of the Society of Biological Psychiatry . . 
Visceral Brain, Its Component Parts and Their Connections. 

By James W. Papes 

Effects of Septal and Amygdaloid Lesions on Emotional Behavior and Conditioned Avoidance 
Responses in the Rat. 

By Frederick A. King. 


Read this trial subscription offer cc: fully 
THE WILLIAMS & WILKINS COMPANY BALTIMORE 
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WHEN A MAN 
iS MENTALLY 
AN ICEBERG 
RESTORE 


EMOTIONAL 


WARMTH 


The schizophrenic’s cold, rigid and irrational emotional 
tone melts away as Pacatal restores emotional warmth. Lack of 
responsiveness is one of the many symptoms which Pacatal 


corrects by normalizing thinking and emotional patterns. Many 
investigators report a return of warmth and improved affect.!.2.8 


PACATAL... 

* “normalizes”’ thinking and emotional responses 

* calms without “flattening” —keeps patients alert 

* elevates the mood instead of sedating the patient 
complete literature available on request 

References 

1. Flipse, M. J.: Clin. Med. 4:1237 (Oct.) 1957. 2. Hutchinson, J. T.: Paper 


presented, American Psychiatric Association, Philadelphia, Pa., Nov. 17, 1956. 
3. Sarwer-Foner, G. J., and Koranyi, E. K.: Canad. M. A. J. 77:450 (Sept. 1) 1957. 


FOR NORMALIZATION—NOT SEDATION 


Pacatal 


BRAND OF MEPAZINE 


WARNER-CHILCOTT 
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IPRONIAZID 


the psychic energizer 


is available only as 


MARSILID 


Roche 


Marsilid® Phosphate 


brand of iproniazid phosphate 


ROCHE LABORATORIES 
Division of Hoffmann-La Roche Inc 
Nutley 10, New Jersey 


Original Research in 
Medicine and Chemistry 
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*T.M. Reg. U.S. Pat. Off. 


Timesaving 


f 


ee a 


~ 


@e. 


‘Compazine’ Spansule capsules provide: 


e Timesaving administration in the hospital—only one or 
two doses daily. 


¢ Rapid onset of action—as fast as tablet medication. 


¢ Sustained therapeutic effect—continuous action for 10 to 
12 hours. 


NEW 30 mg. ‘Compazine’ Spansule capsules are especially 
useful in psychiatric patients who require 30 mg. or more of 


‘Compazine’ daily. 


Compazine* Spansule’ 


prochlorperazine, S.K.F. sustained release capsules, $.K.F. 


Smith Kline & French Laboratories, Philadelphia 
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NICOZOL relieves mental 
confusion and deterioration, 
mild memory defects and 
abnormal behavior patterns 
in the aged. 


NICOZOL therapy will en- 
able your senile patients to 
live fuller, more useful lives. 
Rehabilitation from public 
and privateinstitutions may 
be accomplished for your 
mildly confused patients by 
treatment with the Nicozol 
formula, ! 2 


NICOZOL is supplied in cap- 
sule and elixir forms. Each 
capsule or % teaspoonful to a 
contains: 
Pentylenetetrazol. .100 mg. NORMAL 
BEHAVIOR 


Nicotinic Acid 
1. Levy, S., JAMA., 153:1260, 1953 
2. Thompson, L., Procter R., 

North Carolina M. J., 15:596, 1954 PATTE R N 


WRITE for FREE NICOZOL 


DRUG SPECIALTIES, INC. 
WINSTON-SALEM 1, N. C. 


for professional samples of 
NICOZOL capsules and literature on 
NICOZOL for senile psychoses. 


Sole Distributors in California, The Brown Pharmaceutical Co., Los Angeles 
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AN AM ES CLINIQUICK CLINICAL BRIEFS FOR MODERN PRACTICE 


what are the symptoms of 
cardiac neurosis (anxiety in 
relation to the normal heart)? 


(1) Pain and distress in the heart 

region, usually “sticking” or “pinching” 
usually out toward the apex; 

(2) sighing respiration—“...I feel as 
though I can’t get enough air”; 

(3) palpitation or heart consciousness; 
(4) tachycardia or occasional irregularity 
(missed beat); (5) fatigue—as tired 


in the morning as at bedtime. 
Source —Weiss, E.: Geriatrics ]]:151, 1956. 


a “...drug of choice for mildly 
disturbed ambulatory patients... .”! 


calmative 0 STYN 


Ectylurea, AMES 
(2-ethyl-cis-crotonylurea) 


“From our work with neurosedatives, we 
feel that ectylurea [NostyN] is the drug 
of choice for mildly disturbed ambulatory 
patients because of its low-sedative and 
high-hypnotic dosage range and its 
absence of untoward side-reactions.”! 

“.. NOSTYN is a mild, nonhabit-forming 
tranquilizing agent of very low toxicity, 
which induces daytime sedation without 
mental depression....”’2 


(1) Ferguson, J. T.: J.A.M.A. 165:1677 (Nov. 30) 1957. 
(2) Bauer, H. G.; Seegers, W.; Krawzoff, M., and 
McGavack, T. H.: A Clinical Evaluation of Ectylurea 
(NostyNn), New York J. Med., in press. 


dosage: Adults: 150-300 mg. (% or 1 tablet) three 

or four times daily. Children: 150 mg. (2 tablet) 
three or four times daily. 

supplied: 300 mg. scored tablets, bottles of 48 and 500. 


\ AMES COMPANY, INC ELKHART, INDIANA 
Ames Company of Canada, Ltd., Toronto 
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Two days ago, 
he was manic, 
hostile, 


aggressive 


... today he is calm, sociable, 


easy to manage 


SPARINE is established as an effective drug for the management 
of patients with acute or chronic mental disturbances. It rapidly 
subdues excitation and facilitates patient contact. 


SPARINE provides prompt control by intravenous administration and a 
effective maintenance by the intramuscular or oral route. It is well- 4 
tolerated by all routes of administration. It has caused no liver damage, a 
no parkinsonian-like syndrome, and but rare instances of blocd dyscrasia 4 
or seizures. 4 
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HYDROCHLORIDE Promazine Hydrochloride 


EQUANIL® 


Meprobamate 
PHENERGAN® HCI Wyeth 
Promethazine HCI 


SPARINE HCI 
Promazine HCl Philadelphia 1, Pa. 


A Wyeth normotropic 


drug for nearly every 


patient under stress 
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New... 
meprobamate 
prolonged 
release 
capsules 


Evenly sustain relaxation of mind and muscle ’round the clock 


TABLET THERAPY 


12 PLM. 


12 


8 
in TWO MEPROSPAN CAPSULES IN THE MORNING TWO MEPROSPAN CAPSULES AT BEDTIME 


Meprospan 


MEPROBAMATE IN PROLONGED RELEASE CAPSULES 


= maintains constant level of relaxation 
= minimizes the possibility of side effects 
= simplifies patient’s dosage schedule 


Dosage: Two Meprospan capsules q. 12 h. 
Supplied: Bottles of 30 capsules. 

Each capsule contains: 

Meprobamate (Wallace) 
dicarbamate 


Literature and samples on request. 


) WALLACE LABORATORIES, New Brunswick, N. J. 


* TRADE -MARK CME-6598-48 
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for 
theraputic benefits 
in 

mental hospitals 


KAROLL’S SUPERCLOTH APPAREL 


KAROLL’S SYKO MATTRESSES 


KAROLL’S SYKO FURNITURE 
KAROLL’S NYL-NIT SLIPPERS 


These products are proven successes in 
leading government institutions from coast to 
coast. You owe it to yourself to see them! 


SEE US IN BOOTHS 1 AND 2 
MAY 12 TO 15 AT 
THE APA CONVENTION 


Canadian Distributors: SIMPSON’S, 45 Richmond Street, West, Toronto 1; Conada 
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PRINTING - LITHOGRAPHING + GRAVURE + BOOKS - FOLDING BOXES + LABELS 


Controlled 


for Printing 


Satisfaction 


In this new four-acre plant—one of the most modern and completely equipped 
in America—The Lord Baltimore Press produces a wide range of high quality 
printing and packaging requirements. 

Lighting and a conditions are standardized for uniform and efficient 
results. Raw materials, reproduction methods and finishing processes are under 
laboratory control. Skillful technical advice, editorial assistance and functional 
designing are available to supplement our mechanical facilities. 

Satisfying and helping the customer are our principal concerns. May we have 
an opportunity to discuss your printing needs? 


THE LORD BALTIMORE PRESS 


INCORPORATED 
Edison Highway and Federal Street 
BALTIMORE 13, MARYLAND 
NEW YORK: 425 Park Ave. (22) CHICAGO: Suite 1928, 333 N. Michigan Ave. (1) 


LOUISVILLE: Starks Bldg., 4th & Walnut St. (2) LOS ANGELES: 3540 Wilshire Blvd. (5) 
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F you have ever watched your 
child at play—secure, happy, unafraid—you have seen the 
strongest argument in the world for investing part of every 
pay in United States Savings Bonds. For bonds, which can 
protect her present and insure her future, are savings you 
cannot lose. They’re Government-insured up to any amount. 
They pay 3%4% interest when held to maturity. And they 
make saving for security easier— because you can buy them 
automatically through the Payroll Savings Plan where you 
work. Or regularly where you bank. Why not start your bond 
program today? Make life more secure for someone you love. 

The U.S. Government does not pay for this advertisement. It is donated 


by this publication in cooperation with the Advertising Council and the 
Magazine Publishers Association. 
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HIGH POINT HOSPITAL 


Port Chester, New York 
WEstmore 9-4420 


Ratio of one active psychiatrist for every four to five patients; each patient receives 
absolute minimum of three hours of psychoanalytic psychotherapy per week; highly 
individualized management, shock and drug therapies used adjunctively; therapy 
given by senior psychoanalysts, and resident psychiatrists under immediate super- 
vision of the Director; staff of medical consultants; near New York City. 


ALEXANDER GRALNICK, M.D., F.A.P.A., Director 
Chief Consultants Associate Consultants 


STEPHEN P. Jewett, M.D. RutH Fox, M.D. 
WILLIAM V. SILVERBERG, M.D., F.A.P.A. L. CLovis Hirninec, M.D. 


Assistant Medical Director 
FRANK G. D’E 1a, M.D. 


Clinical Director 
MERVYN SCHACHT, M.D., F.A.P.A. 


Director of Research 
STEPHEN W. KempstTER, M.D. 


Resident Psychiatrists 


Guy Lepuc, M.D. Epwin L. Rasiner, M.D. 


ENRIQUE MARTINEZ, M.D. 


Research Consultant 
Morton F. Reiser, M.D., F.A.P.A. 


Psychologists 
LEATRICE StyrRt SCHACHT, M.A. 
MILDRED SHERWOOD LERNER, M.A. 


CONSULTANTS ASSOCIATE PSYCHIATRISTS 


H. Haro_p Gis, M.D., F.A.C.S., Gynecology LEONARD C. FRANK, M.D. 

FRANK J. Massucco, M.D., F.A.C.S., Surgery L. Gennis, M.D. 

ARNOLD J. RopMAN, M.D., F.C.C.P., Internal Medicine LEonaRD GOLD, M.D., F.A.P.A. 
NATHANIEL J. SCHWARTZ, M.D., F.A.C.P., Internal Medicine DANIEL L. GoLpsTEIN, M.D., F.A.P.A. 
IRvING J GRALNICK, D.D.S., Dentistry Srmon H. NAGLER, M.D. 


J. WILLIAM SILVERBERG, M.D. 


esthrook Sanatorium 
A private psychiatric hospital em- es 


REX BLANKINSHIP, M.D., Medical Director 


P JOHN R. SAUNDERS, M.D., Assistant 
electro shock, in- Medical Director 


sulin, psychotherapy, occupational THOMAS F. COATES, M.D., Associate 
; ; JAMES K. HALL, JR., M.D., Associate 
and recreational therapy—for nervous 
CHARLES A. PEACHEE, JR., M.S., Clinical 
and mental disorders and problems of Psychologist 


addiction. 


loving modern diagnostic and treat- 
ment procedures- 


R. H. CRYTZER, Administrator 


Brochure of Literature and Views Sent On Request - P.O. Box 1514 - Phone 5-3245 


XXXVI 


wa 
4 
re 
5 
& 


THE CARRIER CLINIC 


for the diagnosis, treatment and research in the psychiatric field 


BELLE MEAD, NEW JERSEY * TELEPHONE FLANDERS 9-5101 


specializing in intensive psychotherapy for the severe psycho- 
neurotic and psychotic reaction combined with organic ther- 
apies when indicated. 


The Carrier Clinic rests on 380 acres of beautifully landscaped 
ground. It is conveniently located between New York City 


and Philadelphia. 


Medical Director Associate Psychiatrists Located on 


Russell N. Carrier, M.D., F.A.P.A. 


Percy H. Wood, M.D. Route 206 
Diplomate in Psychiatry 


John E. Caton, M.D. between 
Hospital Administrator Th E. Sh ker, Il, M.D. Princeton 
Mercedes Peifer, R.N. Diplomate in Psychiatry & Somerville 


A Modern 
Psychiatric 
Institution 

in Montreal, 


Canada 


A non-profit voluntary institution, for the study, care and treatment 
of emotional, mental, personality and habit disorders. 


On a foundation of dynamic psychotherapy, all other therapies are 
used as indicated. 


Picturesque setting, large grounds, full program of healthful indoor 
Brochure and and outdoor activities. 


rates sent 
Adequate supervision of the treatment program and therapeutic team 


by the psychiatrist in chief. 


Founded in 1919 


ALBERT PREVOST 


6555 Gouin Bivd. West, Montreal, P.Q. Phone RI 4-6481 


NXXAVIT 


| 

| 

= 3 a 

4 


Founded in 1904 


HIGHLAND HospPITAL, Inc. 


ASHEVILLE, NORTH CAROLINA 
Affiliated with Duke University 


A non-profit psychiatric institution, offering modern diagnostic and 
treatment procedures—insulin, electroshock, psychotherapy, occupational 
and recreational therapy—for nervous and mental disorders. 

The Hospital is located in a 75-acre park, amid the scenic beauties of the 
Smoky Mountain Range of Western North Carolina, affording excep- 
tional preety for physical and nervous rehabilitation. 
The OUT-PATIENT CLINIC offers diagnostic services and thera- 
peutic treatment for selected cases desiring non-resident care. 


R. CHARMAN CARROLL, M.D. ROBT. L. CRAIG, M.D. 
Medical Director Associate Medical Director 
JOHN D. PATTON, MD. 


Clinical Dire 


WAUWATOSA, WISCONSIN 


Maintaining the highest standards 
since 1884, the Milwaukee Sanitar- 
ium Foundation continues to stand 
for all that is best in the physiologi- 
cal and psychotherapeutic treatment 
of neuropsychiatric disorders. Liter- 
ature sent on request. 


CaRROLL W. OsGoop, M.D. 
Medical Director 
BENJAMIN A. RUSKIN, M.D. 
Asso. Medical Director 
WILLIAM T. KRADWELL, M.D. 
Lewis Danzicer, 
JaMeEs A. ALSTON, M.D. 
Epwarp SCHMIDT, M.D. 
WILLIAM L. Lorton, M.D. 
DonaLp G. Ives, M. D. 
Isaac J. SarFatty, M.D. 
PATRICIA JORDAN, M. D. 
Epwarp A. BirGe, M.D. 


WaLpo W. Buss, Executive Director 


COLONIAL HALL—One of the 17 
units in “Cottage Plan” 
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eae Modern Treatment Facilities @ Psychotherapy Em- 
phasized @ Large Trained Staff @ Individual Attention 
@ Capacity Limited @ Occupational and Hobby 
~ Therapy @ Supervised Sports @ Religious Services 
Plus... 
ome Your patients spend many hours daily in healthful out- 


] door recreation, reviving normal interests and stimu- 
| lating better appetites and stronger bodies... all on 
(LOTE MAN ‘0h Florida’s Sunny West Coast. 

Rates Include All Services and Accommodations 


ye Brochure and Rates Available to Doctors and Institutions 


A MODERN HOSPITAL FOR Medical Director—SAMUEL G. HIBBS, M.D. 
EMOTIONAL READJUSTMENT Assoc. Medical Director on WELLBORN, JR. M.D. 


PETER J. SPOTO, M.D. pas, JR., MD. 
AR 


TARPON SPRINGS e FLORIDA TURO G. GONZALES, 


ON THE GULF OF MEXICO “A4MUEL G. WARSON, MD. PHILLIPS, M.D 
Phone: Victor 2-i81i- 


HALL- BROOKE 


An Hospital 


A licensed private hospital devoted to active treatment, analytically- 
oriented psychotherapy, and the various somatic therapies. 

A high ratio of staff to patients. 

Large occupational therapy building with a trained staff offers 
complete facilities for crafts, arts and recreation. Full program of 
outdoor activities. 

Each patient is under constant, daily psychiatric and medical 
supervision, 

Located one hour from New York on 120 acres of Connecticut 
countryside. 


HALL-BROOKE 
Greens Farms, Box 31, Conn., Tel.: Westport, CApital 7-5105 
George S. Hughes, M.D. Robert Isenman, M.D. 
Leo H. Berman, M.D. John D. Marshall, Jr., M D 


Alfred Berl, M.D. Peter P. Barbara, Ph.D. 
Louis J. Micheels, M.D. Heide F. and Samuel eK Administration 


New York Office: 33 E. 74th St., New York, N. Y., LEhigh 5-5155 
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THE MENTALLY RETARDED CHILD 


SIX COMPREHENSIVE PROGRAMS 


e Observation and e Custodial Care 
Diagnosis 


A Summer Program 


Established 1888, The Training School at Vineland provides care 
NS. a and treatment for boys and girls 2 years or older with mental 

wy potential of 6 years. Complete professional staff. Electroencepha- 
ie a lographic and neurological exams, individual psychiatric, psy- 


chological, physiological, and speech observations and therapies. 


The educational program aims at maximum development of each 

child. Training includes self-care; group living; formal classroom 

education; development of practical habits, attitudes and work 
skills. 
Children live in homelike cottages on 1600-acre estate. Hospital, 
school, chapel, lake, swimming pools, working farm. 


Research Laboratory famed for continuous study of causes, pre- 


For information write: Box N, vention and treatment of mental retardation. 


THE TRAINING SCHOOL AT VINELAND, NEW JERSEY 


THE BROWN | 
SCHOOLS | ATTENTION 


FOR EXCEPTIONAL CHILDREN | ° 


Extension of the reduced subscription rate 


for the residential treatment of emotionally disturbed ¢ 4 a 
children and the training and education of exceptional of $5.00 (less than one-half the regular rate) 


children of all ages. Specialists on our staff in psychiatry, for the AMERICAN JOURNAL OF PSY- 
psychology, medicine, social work, speech pathology, and 5 | 
special education assure a well-rounded approach to the CHIATRY has been authorized to include 
problems of the exceptional child. With seven different 
units, located in Austin and San Marcos, Texas, it is pos- 


The Brown Schools, operated since 1940, has facilities | 


medical students; junior and senior internes; 


sible for each child to be placed in the group best suited | first, second, and third vear residents in 
to his age, ability, development and social adjustment. Each | ° 
student's program is fitted to his individual needs and abili- | training; and graduate students in psychol- 


ties and includes the regular academic subjects as wel! as | 

electives and vocational training where indicated. Classes | 

are held on the grounds but use is also made of the local | 

public schools. The children enjoy a full social and recrea- 

tional schedule with weekly parties, off-campus trips, and | 

participation in regular Boy Scout and Girl Scout work. 

i h i in cademic trainin 

| issue with which subscription is to start. 

| 


ogy, psychiatric nursing, and psychiatric so- 


cial work. | 


In placing your order, please indicate 


given when indicated, combined with a camp recreational 


program. A friendly, informal atmosphere characterizes the 


student’s life at school and each child is given individual Send subscriptions to: 

attention and guidance to help him achieve a happy and | 

weeful tite. THE AMERICAN JOURNAL OF 
FOR INFORMATION WRITE PSYCHIATRY 


1270 AVENUE OF THE AMERICAS 
NEW YORK 20, NEW YORK 


Nova Lee Dearing, Registrar 
Post Office Box 4008, Austin, Texas | 
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small 


Directors: 


intensive, highly 


The BRETT SCHOOL 


DINGMANS FERRY, PENNSYLVANIA 


In the Foothills of the Poconos 


individualized personal 
group of girls over five years of age. 
chosen staff. Special modern teaching techniques and pro- 
gram of therapeutic education. 
ing, nature study and field trips. 
and other activities. 
Close cooperation with family physician. 
New York City. 


Telephone Dingmans Ferry 8138 
Frances M. King, formerly Director of the Seguin School 
Catherine Allen Brett, M.A. 


training for a 
Carefully 


Varied handicrafts, cook- 


Outdoor games, picnics 


Comfortable, homelike atmosphere. 


70 miles from 


References 


THE ANDERSON SCHOOL 


Staatsburg-on-Hudson, New York 


The Anderson School is a co-educational, residential school, with elementary, junior and senior 


high school, and a postgraduate program. The school 


is accredited by 


the New York State 


Departmen’ of Education, and a majority of its graduates regularly enter college or junior college. 
It is psychiatrically oriented and is well equipped with the most modern methods and procedures, 
not only in academic, recreational and modern school environment fields, but particularly in per- 


sonnel and 
residence. 


conceived of in pyres es education. Educating the student as a person, a 
is 


his personality a primary aim. 


uidance of each individual student. y 
ur work emphasizes a much wider concept of student ox ae and growth than is 


A full-time psychiatrist and ps 


V. Anperson, M.D., LL. D., Director 
For further information write to 


Lewis H. 
84 miles from New York City 


Gace, Headmaster 


Telephone: TUrner 9-3571 


chologist are in 


djusting and maturing 


ENTER NEW SUBSCRIPTIONS AND 
RENEWALS ON THIS FORM 


Enclosed herewith is $....... eee 
one year’s subscription to the AMERI- 
CAN JOURNAL OF PSYCHIATRY be- 
ginning with Volume .... Number .... 


(Print) 
SEND TO: 


AMERICAN JOURNAL OF PSYCHIATRY 
1270 Ave. of Americas, Rm. 310 
New York 20, New York 


Subscription $12.00 a year or by the Volume. 
Foreign Postage $1.00 extra. Canada and 


South America Postage $.50 extra. New Vol- 
ume began July 1957 issue. 


NEW TESTS... 
NEW BOOKS.. 
NEW CLINICAL 
including... 


The Picture 


A new projective te 


The Sherman Mental 


est 


A penetrating new 
The MACC 


psychotic behavi« 


materials 
Comprehensive 195 
upon request, 


LOS ANGELES 


8-1959 


MATERIALS... 


Word Test 
Charlotte Buhler and Morse P. Manson 
*st of many clinical uses. 


The Grayson Perceptualization Test 


Harry M. Grayson 


A rapid test of organicity. 


Impairment Test 
Murray H. Sherman 


A ten minute test of mental impairment. 


The Forer Structured Sentence Completion 


Bertram R. Forer 


projective test 


Behavioral Adjustment Scale 


Robert B. Ellsworth 


An objective approach to the evaluation of 


And hundreds of other tests, books, and 


Catalogs sent 


WESTERN PSYCHOLOGICAL SERVICES 


10655 SANTA MONICA BOULEVARD 


25, CALIFORNIA 
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SANITARIUMS and PRIVATE HOSPITALS | 


BALDPATE, INC. 


Geo. Fleetwood 2-2131 Georgetown, Mass. 
Located in the hills of Essex County, 30 miles north of Boston 


For the treatment of 
psychoneuroses, personality disorders, psychoses, alcoholism and drug addiction. 
Definitive psychotherapy, somatic therapies, pharmacotherapy, milieu-therapy under 
direction of trained occupational and recreational therapists. 
Harry C. SoL_omon, M.D. Georce M. SCHLOMER, M.D. 
Consulting Psychiatrist Medical Director 


THE EMORY JOHN BRADY HOSPITAL 
401 SOUTHGATE ROAD, COLORADO SPRINGS, COLORADO 
MElrose 4-8828 
For the care and treatment of Psychiatric disorders. 
Individual and Group Psychotherapy and Somatic Therapies. 
Occupational, diversional and outdoor activities. 
X-ray, Clinical Laboratory and Electroencephalography. 


E. James Brapy, M.D., Medical Director 

C. F. Rice, Superintendent 

Francis A. O'DONNELL, M.D. Georce E. Scott, M.D. 
Tuomas J. Huriey, M.D. RoBERT W. Davis, M.D. 


BRIGHAM HALL HOSPITAL 
CANANDAIGUA, NEW YORK 
FOUNDED 1855 


Individual psychotherapy, occupational and recreational programs, shock 
therapy, selected cases of alcoholism and addiction accepted. 


Special consideration for Geriatric cases. 


CEDARCROFT SANITARIUM & HOSPITAL, INC. 


12,101 COLUMBIA PIKE, SILVER SPRING, MD. 
HEmlock 4-0200 


Nine miles from Washington, D. C.—In rural Maryland 


Dedicated to the Care of neuropsychiatric disorders requiring special supervision and guidance. 


Individual and group psychotherapy, occupational and activity therapy emphasized. All other 
accepted therapies are available. 


H. E. Andren, M. D. Member of N. A. P. P. H. 
Medical Director Accredited by Joint Commission on Accreditation of Hospitals 
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COMPTON SANITARIUM 
820 WEST COMPTON BOULEVARD 
COMPTON, CALIFORNIA 
and its Psychiatric Day Hospital facility 


BEVERLY DAY CENTER 
9256 Beverly Boulevard 
Beverly Hills, California 


High Standards of Psychiatric Treatment .... Serving the Los Angeles Area 


G. Creswett Burns, M.D. Heten Ristow Burns, M.D. 
Medical Director Assistant Medical Director 


FAIR OAKS 


Incorporated 


SUMMIT, NEW JERSEY 


A 70-BED MODERN, PSYCHIATRIC HOSPITAL FOR 
INTENSIVE TREATMENT AND MANAGEMENT OF 
PROBLEMS IN NEUROPSYCHIATRY 


20 MILES FROM NEW YORK CITY TELEPHONE CRestview 7-0143 


Oscar Rozett, M. D., P. Prout, Jr. 
Medical Director Administrator 


Established FALKIRK IN THE RAMAPOS 
CENTRAL VALLEY, N. Y. 
TELEPHONE: HIGHLAND MILLS, NEW YORK, WABASH 8-2256 

A private hospital devoted to the individual care of psychiatric patients. 

Falkirk provides a twenty-four hour admission service for acute psychiatric prob- 
lems. Out-patient facilities are available for suitable cases. A continued treatment 
service is maintained. 

Members of the medical profession are invited to visit the hospital and inspect the 
available services. 

Located 2 miles north of the Harriman Exit N. Y. State Thruway 
50 miles from N. Y. C. 


T. W. NEUMANN, SR., M. D., PERCY E. RYBERG, M. D., T. W. NEUMANN, JR., M. D., 
Physician in Charge Clinical Director Physician in Charge 


THE HAVEN SANITARIUM INC. 
ROCHESTER, MICHIGAN 


M. O. M.D. S. GREEN, M.D. GRAHAM SHINNICK 
Director of Psychotherapy Clinical Director Manager 


A _ psychoanalytically-oriented hospital for the 
treatment of mental and emotional illnesses. 


Telephone: OLive 1-9441 
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Child Psychiatry Service 


THE MENNINGER CLINIC 


INPATIENT SECTION OUTPATIENT SECTION 
(Southard School) | | 


Residential treatment for elementary Psychiatric and neurologic evalua- 
grade children with emotional and tion of infants and children to eight- 
behavior problems. een years. 


ROBERT E. SWITZER, M.D., Director Topeka, Kans. Tel. CEntral 3-6494 


RING SANATORIUM 


EIGHT MILES FROM BOSTON 
Founded 1879 

For the study, care, and treatment of emotional, mental, personality, and habit disorders. 

On a foundation of dynamic psychotherapy all other recognized therapies are used as 
indicated. 

Cottage accommodations meet varied individual needs. Limited facilities for the continued 
care of progressive disorders requiring medical, psychiatric, or neurological supervision. 

Full resident and associate staff. Courtesy privileges to qualified physicians. 


BENJAMIN SIMON, M. D., Director Cuarces E. Wuite, M.D., Assistant Director 
Arlington Heights, Massachusetts Mission 8-0081 
Fully Accredited by the APA and the Joint Commission on Accreditation of Hospitals 


RIVER CREST SANITARIUM 


NEW YORK CITY 
Founded 1896 

Modern Facilities for the individual care and treatment of nervous, mental, alcoholic and 
geriatric patients. All recognized therapies available according to the needs of the individual 
patient. 

Courtesy privileges to qualified physicians. American Hospital Association Member. 

Approved for residency training in psychiatry. 
Layman R. Harrison, M. D. Martin Dollin, M.D. Sandor Lorand, M. D. 
Medical Director Clinical Director Director of Psychotherapy 


Twenty Minutes from Mid-Manhattan 
Astoria 5, New York AStoria 8-8442 


Phone: WINDSOR HOSPITAL Established 
CHestnut 7-7346 A Non Profit Corporation 1898 


CHAGRIN FALLS, OHIO 


A hospital for the treatment of Psychiatric Disorders. Booklet available on request. 


Joun H. Nicuots, M. D. G. Pauline WELLS, R. N. HERBERT A. SIHLER, JR. 
Medical Director Administrative Director Secretary 


MEMBER: American Hospital Association - Central Neuropsychiatric Hospital 
Association - National Association of Private Psychiatric Hospitals 


Accredited: by the Joint Commission on Accreditation of Hospitals 


XLIV 


| | 
| 
| 
| 
ot 
ae | 
AZ 
| 
| 
| 
| 
ote 
‘ 
“la 
~ 
| 
a 


Brand of Primidone 


in epilepsy 


Reports from 15 countries attest to the clinical effectiveness of ““Mysoline” 
in grand mal and psychomotor attacks. These results are confirmed by three 
years of successful use in the United States. No irreversible toxic effects have 
been reported. When side effects such as drowsiness and ataxia occur, they 
are usually mild and transitory, tending to disappear as therapy is continued 
or dosage is adjusted. 


Supplied: 0.25 Gm. scored tablets, bottles of 100 and 1,000. 


AYERST LABORATORIES «+ NEW YORK, N. Y. * MONTREAL, CANADA 


‘‘Mysoline”’ is available in the United States by arrangement with Imperial Chemical Industries Ltd. 
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CALIFORNIA PENNSYLVANIA 


DEVEREUX SERVES 


Four major groups of children are best served by the program offered 
by The Devereux Foundation: 


1. Children of normal or superior intelligence with emotional prob- 
lems or difficulties which hinder their learning or interfere with 
normal patterns of behavior 


2. Children of normal intelligence who are “slow learners” because 
of remedial difficulties or minor visual and auditory problems 


3. Children with retarded mental abilities 
4, Children with impaired neurological functions 
The usual method cf admission is by referral from family physicians 


or through other professional persons and agencies. For the welfare 
of the child, The Devereux Foundation will not knowingly accept a 
child unable to profit from the Devereux program, or a child whose 
needs might be met more effectively elsewhere. 


Professional inquiries should be addressed to John M. 
Barclay, Director of Development, Devereux Schools, 
Devon, Pennsylvania; western residents address Keith A. 
Seaton, Registrar, Devereux Schools in California, Santa 
Barbara, California. 


SCHOOLS 
COMMUNITIES 
THE DEVEREUX FOUNDATION | cayps 

A nonprofit organization Founded 1912 | tTRaiwinG 
Santa Barbara, California Devon, Pennsylvania | pecearcny 


Professional 
Associate Directors 


HELENA T. DEVEREUX, Charles M. Campbell, Jr., M.D. 
Administrative Consultant Michael B. Dunn, Ph.D. 


EDWARD L. FRENCH, Fred E. Henry, S.T.D. 
Director J. Clifford Scott, M.D. 
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